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must be the possessor of this great work. 

THE LANCET: Clinical descriptions of disease are 
admirable, the living accounts of an eye-witness, not 
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MEDICAL WORLD: An excellent account of medical 
nursing. We congratulate the publishers on the 
excellence of their production. Paper, type and 
binding are beyond criticism 
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INFECTIONS OF FINGERS AND HAND * 


By R. M. HAnpFIetp-Jones, M.C., M.S. Lond., 
F.R.C.S. Eng. 
SURGEON TO OUT-PATIENTS, ST. MARY'S HOSPITAL, LONDON 





We have had during this year the sad experience 
of losing one of our most brilliant young surgeons as 
the result of a slight prick of one finger. It should 
need no such tragedy to bring home to us the vital 
importance of these infections. I ask each one of 
you to picture yourselves lying in bed with an infected 
hand and forearm. Three days ago you had a simple 
infection in the distal segment of the finger, of which 
you thought little, and to-day, feeling desperately 
ill, you face the horror of a spreading lymphangitis 
up your forearm and arm, and you dare not think 
of the possibilities which may lie ahead. If I have 
filled your thoughts with something of the anxiety 
that you would feel, let me ask you to regard every 
patient with a septic finger in a similar light. If 
you do you will never again look upon it as a trifle 
of minor surgery. 


Prophylactic Treatment of Hand Injuries 


Statistics show that hand injuries are very common 
in industrial workers, but that permanent disability 
is due to the resultant infection rather than to the 
traumatic destruction of tissue. The trivial wounds, 
such as are produced by a rose thorn, a splinter of 
wood, or a needle, are however of even more sinister 
import, for in them a virulent organism may be 
implanted and little or no drainage is provided. 
We face our own peculiar dangers in the surgery, the 
operating theatre, and the post-mortem room. The 
steps to be taken after an injury to the finger or 
hand are as follows :— 


1. Cease all work.—This may appear quite unnecessarily 
fussy, but the loss of part of a day’s work is preferable 
to weeks of sepsis. 

2. Encourage bleeding.—The immediate concern of the 
victim and of the onlookers is to stop the bleeding, the 
very worst thing to do. Bleeding will wash out organisms 
from the depth of the wound as nothing else can do. 
If there is little bleeding or it has stopped, it should be 
encouraged by holding the part under a stream of very 
hot water and bandaging the arm to obtain venous con- 
gestion. Brisk oozing should be allowed to continue for 
two minutes. 

3. Cleanse the wound.—If the hand was clean at the 
time of injury, it should be thoroughly washed; if it 
was dirty, as it often must be in many occupations, more 
harm than good is done by washing. The injured part is 
then placed in a bath of (neat) tincture of iodine for 
five minutes, the edges of the wound being separated 
to allow free access of iodine. Dabbing with a swab of 
iodine is futile. 

4. A sterile dressing is applied, and great care must be 
taken to ensure that the bandage is loose so that there 
is no interference with the flow of blood. 

5. Immobilise the arm in a sling till bedtime. Then 
spend 12 hours in bed with a sedative to be certain of 
long sleep. This completes the prophylactic treatment, 
and if in the morning there is pain, swelling, tenderness, 
or throbbing a surgical opinion should be sought without 
delay. 

It may be asked how we are to deal with those 
penetrating wounds, which are so likely to affect 
ourselves, such as a deep prick with a needle. It is 


© ae Post-graduate lecture delivered at St. Mary’s Hospital on 
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difficult to disinfect such a wound, for the point of 
entry is minute and the track is very quickly sealed. 
If possible the puncture must be made to bleed and 
the immediate application of the arm compressor 
of the sphygmomanometer should be utilised and all 
the foregoing instructions carried out. If there is 
the slightest doubt about the presence of infection 
at the time, I strongly advise an intramuscular 
injection of 5 c.cm. of Prontosil to be given at once 
and repeated every twelve hours for two days. 
I have been asked whether it would not be advisable 
to open up the track with a double-edged tenotome 
so that bleeding may be profuse. Careful thought 
should, I think, convince us that this should be 
condemned as a panic method. It is impossible to 
guarantee that the whole length of the track is 
opened, but it is indisputable that a much wider 
area of tissue is exposed and if streptococci have 
gained entrance this procedure can do nothing but 
harm by increasing the area available for absorption. 

The issue in these serious cases is determined by 
the conflict between the virulence of the organism 
and the resistance of the patient. It is worth 
remembering in this connexion that we owe a duty 
to ourselves as well as to our work, and that a regular 
annual holiday is worth more than any number of 
sick insurance premiums of whatever value. A time 
comes when the steady application to work without 
a break ceases to be praiseworthy and inspires only 
a pity for the intellectual frailty which so misjudges 
the true values of life. 


Distal Segment of the Fingers 


The distal phalanx, the attachments of the flexor 
and extensor tendons, and the fibro-fatty pulp in 
front of the bone, enclosed in skin, may be considered 
together. A transverse section of the area shows 
that a number of fibrous septa (from 12 to 14) pass 
from the skin to the periosteum in the whole extent 
of the pulp. A longitudinal section shows that the 
fatty pulp ends at the insertion of the flexor tendon 
and the septa gain firm attachment to the deep 
fascia which reaches the periosteum immediately 
beyond the tendon insertion. The pulp is therefore 
a closed space which is itself divided into compart- 
ments by the fibrous septa. The artery to the 
articular surface of the distal phalanx is given off 
in the middle segment of the finger and reaches this 
part of the bone without entering the pulp. The 
dense lymphatic plexus in the space communicates 
freely with the vessels in the periosteum, to which 
infection can be carried in the early stages of septic 
finger. 


CLINICAL PICTURE 


The infections of the distal pulp follow trivial 
wounds such as the needle, thorn, or splinter prick, 
but in some cases no portal of entry can be demon- 
strated, the organisms gaining entrance through the 
ducts of the sweat glands. The infection is usually 
staphylococcal in origin and starts in the fat of one 
of the pockets. Owing to the peculiar anatomy of 
these compartments, a rapid rise of tension occurs 
and unless it is relieved the soft tissues become 
necrotic and the infection spreads through all the 
compartments and to the periosteum. Delayed or 
imperfect treatment can lead to osteomyelitis of the 
phalanx, to involvement of the tendon sheath, to 
spread into the hand and forearm and into the 
bones and joints of the hand and wrist. 
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Within a few hours of injury the patient is aware 
of a soreness or pricking sensation in the distal 
segment of the finger. This rapidly increases to 
severe throbbing pain which prevents sleep and rest. 
In the early stages the site of injury becomes swollen 
and tender and within 12 to 24 hours the whole of 
the distal segment is tensely swollen and the area of 
tenderness is extending. Later the tension is replaced 
by induration and eventually an area of fluctuation 
appears. The middle and proximal segments of the 
finger and even the dorsum of the hand may become 
swollen, but there is no tenderness there. The 
temperature is raised to 100° or 101° and the patient 
is tired from lack of sleep, but there are no signs of 
constitutional involvement. 

Differential diagnosis.—The only condition which 
can possibly be mistaken is acute lymphangitis (see 
below). 

TREATMENT 


The treatment is early incision, provided we are 
confident of our diagnosis. If operation is withheld 
till fluctuation is present, the patient is condemned 
to needless suffering and is subjected to quite 
unjustifiable risks. I have emphasised the anatomy 
of the closed pocket in order to show that the mid- 
line incision is useless, for it can open only one 
compartment. This leads either to no drainage or, 
at the best, inadequate drainage and it leaves a 
painful scar on the tactile part of the finger. A lateral 
incision opens the pocket more satisfactorily and if a 


cut is made on each lateral surface all the fibrous, 


septa can be divided and through-and-through 
drainage obtained. In advanced cases I strongly 
advise the laying open of the whole pocket by uniting 
the two lateral incisions by a cut over the top of 
the finger. The whole flap is raised from the bone, 
the pus evacuated, a small strip of rubber tissue 
inserted, and the flap replaced. Healing is rapid 
and the scar is hardly visible within two months. 


Acute Lymphangitis 


Acute lymphangitis is almost invariably strepto- 
coccal in origin, the organisms being introduced by 
a trivial prick usually in the distal segment of the 

r. The condition is essentially an infection of 
the lymphatic vessels and in the early stages no 
extralymphatic inflammation occurs and no pus is 
formed. The lymphatic flexus being infected, the 
process spreads rapidly through the normal lymphatic 
capillaries, enters the lymph vessels of the forearm, 
and finally reaches the epitrochlear and axillary 
glands. Locally a diffuse red swelling results and 
within a few hours “ red lines” can be seen running 
up the forearm. These are the infected lymph 
vessels, to which the process for a time is confined. 
Later the infection spreads into and outside the 
lymphatic capillaries and the red lines become wider 
and finally fuse in a broad red and swollen area. 
Soon the whole hand is swollen, the skin is red, tense, 
and shiny and small vesicles appear, especially upon 
the dorsum. If the condition does not resolve, the 
brawny swelling spreads up the forearm and arm. 
The vesicles fuse to form large blisters, the colour of 
the skin changes to a dark blotchy purple, and 
abscesses begin to develop locally in various parts of 
the hand or the tendon sheaths become involved. 
The more virulent type of lymphangitis leads to a 
general septicemia and death within a few hours. 
Kanavel classifies this condition as follows :— 


1. Acute lymphangitis without local complications.— 
The swelling is localised to the finger and hand, there 
are red lines in the forearm, and the temperature is about 


102° to 103°. The condition subsides as rapidly as it 
arose. 

2. Acute lymphangitis with local complications.—In 
this group a small abscess develops in the site of the 
infection after the lymphangitis has subsided. 

3. Acute lymphangitis with septicemia and associated 
with severe secondary lesions—e.g., space abscesses or 
teno-synovitis. 

4. Acute fulminating lymphangitis with a virulent 
septicemia ending fatally within 48 or 72 hours. 


CLINICAL PICTURE 


The clinical picture in the first few hours is of 
great importance, because the original site of infection 
is frequently the end of the finger and the condition 
may be mistaken for a distal pulp abscess. The onset 
in both is similar in that a trivial prick is followed 
after a few hours by discomfort in the finger end. 
In lymphangitis the swelling of the pulp is slight 
and generalised and it spreads up the finger and on 
to the dorsum of the hand. This swelling in the 
distal compartment never becomes so tense as in a 
pulp abscess, and the tenderness is less severe and 
is present over all the swollen area. The red lines 
will be seen in the forearm and the high temperature 
and possibly rigors suggest the presence of a lesion 
more serious than a distal pulp abscess. The 
differential diagnosis between the two conditions is 
of paramount importance, for the pulp abscess 
demands early incision and drainage, whereas in 
acute lymphangitis an incision may convert a mild 
case into a fatal one. They are contrasted in tabular 
form below. 

DIFFERENTIAL DIAGNOSIS 




















a Distal pulp Acute lymphangitis 
abscess. in finger end. 
Cause oe = Slight injury— Slight injury— 
prick, &c. prick, &c. 
Earliest sign ee Tense discomfort Discomfort ; no 
Swelling with throbbing. throbbing. 
we a 
Early e Tense—swelling Soiies g slight ; 
moderate. 
Late — ve Marked ; red, widebatert not 
tense, and shiny. tense or shiny. 
Spread .. os Up yy LS ong on Up finger and on 
to id. to hand unex- 
pectedly marked. 
Tenderness .. -. | Over infected i bulp Over the whole 
only ; marked swollen area ; 
moderate only. 
Red lines .. ve Absent. | Present. 
Constitutional signs Mild. | Marked. 
TREATMENT 


Treatment is local and general. The patient is 
kept in bed and the whole upper extremity swathed 
in a linseed poultice and splinted with large quantities 
of wool, This is renewed every three hours. Active 
surgical intervention is never needed in the early 
stages and is called for only for the relief of definite 
complications such as acute teno-synovitis, fascial 
space, or superficial abscesses. It cannot be too 
strongly emphasised that an incision can do nothing 
but harm, by opening up unaffected lymphatics and 
allowing infected lymph to enter them, by which 
means the area of absorption is greatly increased. 
General treatment is directed towards elimination of 
toxin and the reinforcement of the patient’s natural 
defences. Absolute rest and full nursing must be 
enforced and free evacuations from the bowels and 
free diuresis obtained. The patient’s strength is 
maintained by highly nutritious and easily assimilable 
food. 

The cases which progress to severe constitutional 
involvement become very gravely ill and some of 
them die within 48 or 72 hours without responding 
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to anything that is done for them. Others succeed 
eventually in overcoming the septicemia after a long 
illness, in which local complications in the hand 
arise and need surgical treatment. 

I am impressed with the splendid results obtained 
from the use of prontosil, a Congo red product, in the 
streptococcal infections, and am in no doubt that 
I have been able to save at least three lives from its 
use in the last six months. It is being extensively 
used at the septic block of Queen Charlotte’s Hospital 
with very encouraging results. It should be employed 
in every case of lymphangitis of the hand, as these are 
always of streptococcal origin. Bayer Products Ltd. 
have recently issued a warning that prontosil should 
not be used intravenously owing to toxic sequelx, 
and in view of this we should use it intramuscularly, 
though personally I have seen no ill results follow 
the intravenous method. Blood transfusion is of 
great value in all cases of septicemia and the patient’s 
group should be tested early in the course of the 
illness and a suitable donor kept on call. I have no 
time to give the details of the treatment of septi- 
cemia, but I would remind you of the need for 
giving nutriment and for ensuring sleep, without 
which the patient must die. These two problems are 
always the most difficult to solve in the severe cases. 

I must emphasise the danger of making an incision 
into an area of lymphangitis. If you have never 
seen such a patient killed by an ill-judged incision 
I have, and you must take my word for it. You see 
hundreds of cases of trivial sepsis in the fingers and 
nothing alarming has ever happened to you and you 
think of me as being an alarmist. I never see a 
septic finger till it has gone wrong, except a few 
early cases referred to me in the building here. 
Please remember that every case you see may be 
the 1 in 1000 patient who is going to go wrong. 
I would like therefore to advise what should be 
done in an infection of the end of the finger, in which 
you may be in doubt. I have given you the con- 
trasted signs and you have followed them and are 
still in doubt. In such a situation incision must be 
withheld till you are sure. Delay in opening a pulp 
abscess may lead to necrosis of the terminal phalanx 
and possibly to spread to the rest of the finger, but 
an incision into an area of lymphangitis can convert 
a mild case into a fatal one. If in doubt the choice 
is obvious. 

Tendon Sheath Infections 


The index, middle, and ring fingers have separate 
flexor sheaths, whereas those of the thumb and little 
finger are in continuity with the sheaths beneath the 
anterior annular ligament. The sheaths may be 
infected by severe lacerations or secondarily involved 
when the organisms are carried by the lymphatics. 
If drainage is delayed the synovial lining is destroyed 
and the tendon is fixed, or the tendon may die or 
the pus may erupt into the fascial spaces of the 
palm and spread into the forearm, all which go to 
produce a seriously crippled hand. 

The symptoms and signs are :— 

1. Throbbing pain in the affected area. 

2. Symmetrical enlargement of the whole finger. 

3. Exquisite tenderness over the course of the sheath, 

4. Great pain on full extension of the finger. 

5. The finger is held in moderate flexion at all joints. 


CLINICAL PICTURE 

The clinical picture will include the primary 
infection to which the teno-synovitis is secondary, 
the onset of which is marked by a spread of the 
local signs and a marked deterioration in the general 
condition of the patient. The swelling is not confined 


to the affected finger, but spreads on to the dorsum 
of the hand and into the proximal segments of the 
neighbouring fingers, and in neglected cases it will 
affect the forearm also. There is some tenderness 
over all the swollen area, but along the course of the 
sheath even gentle pressure cannot be tolerated. The 
finger at rest is held in semiflexion at all joints and 
if an attempt is made slowly and gently to straighten 
it the patient submits with some anxiety until full 
extension is approached and then the pain is so 
great that no further manipulation is permitted. 
This picture applies to all the five digits, but in the 
thumb and little finger the infection will probably 
extend into the bursx. In this event, the area of 
exquisite tenderness corresponds to the surface 
marking of the bursa concerned, and the hand 
becomes greatly swollen especially in the dorsum. 
A raised temperature, rapid pulse-rate, and rigors 
indicate the severity of the infection. 


TREATMENT 

Treatment of the index, middle, and ring finger 
sheaths. An incision is made along the lateral 
border of the finger—never in the middle line— 
opposite the middle or the proximal phalanx. The 
choice depends on the situation of the primary 
lesion and the presence of secondary complications 
—#.g., infection in the lumbrical canals. At first the 
sheath is opened in this segment and pressure over 
the unexposed portions will then afford an indication 
of the severity of the infection. Except in very 
early cases, it will be necessary to extend the skin 
incision over the previously untouched proximal or 
middle phalanx and to open the sheath opposite it, 
but the segment over the joint must be left intact. 
If the palmar extension is full of pus, the incision is 
prolonged for three-quarters of an inch into the palm. 

A similar procedure is adopted in the little finger, 
and when the sheath is opened pressure over the 
ulnar bursa indicates the extent of its invasion. If 
drainage is necessary a director is passed into the 
bursa from the finger incision and its groove turned 
forwards and towards the ulnar border of the palm. 
The scalpel is then pushed bodily along the groove 
as far as the anterior annular ligament and the bursa 
laid open without injury to other structures. The 
sheath of the flexor longus pollicis provides a different 
problem in that it must be exposed by careful dis- 
section to preserve intact the thenar muscles, and 
the incision must stop one thumb-breadth from the 
lower border of the anterior annular ligament. This 
ensures the safety of the branch of the median nerve 
which supplies the thenar muscles, and if the long 
flexor tendon is lost, the short flexor remains. The 
skin incision follows the palmar margin of the short 
flexor muscle. 

The best position for the fingers after these 
incisions is semiflexion at all joints, but if the sheath 
has been opened in its whole length, this position 
may encourage prolapse of the tendons and this must 
be prevented by keeping the fingers extended for the 
first seven days. 


Fascial Space Abscesses in the Palm 


The middle palmar space lies deep to the flexor 
tendons and superficial to the interossei muscles, 
reaches from the middle line of the shaft of the 
middle metacarpal to the border of the hypothenar 
muscles, and extends from the level of the carpo- 
metacarpal joints to that of the distal flexion crease 
in the palm. 

The thenar space lies on the surface of the adductor 
transversus pollicis muscle = deep to the superficial 
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muscles and extends from the middle metacarpal 
to the thumb. The lumbrical canal of the index 
finger enters this space, while those of the middle, 
ring, and little fingers enter the palmar space. 

The spaces are infected by spread from sepsis in 
other parts of the hand and appear as complications 
of a pre-existing condition. One or more incisions 
have been made but the local condition has failed 
to improve. The cardinal signs are the type of the 
swelling and the area of tenderness. The dense 
palmar fascia covering the middle palmar space 
prevents any considerable swelling, but even so the 
normal concavity of the palm is obliterated and the 
swelling is extremely tense. In the thenar space 
abscess the thin fascia yields readily and the ballooning 
of the thenar eminence is characteristic. The tender- 
ness is severe over the exact surface marking of the 
space concerned. 

TREATMENT 


The middle palmar space is approached in 
one of several ways. The choice of incision is 
determined by the lumbrical canals of the little 
and ring fingers. If one canal has obviously been 
the route of infection or is grossly infected, it is 
opened by an incision extending from the web 
directly upwards to the middle flexion crease in the 
palm. It must never go above this lest the super- 
ficial palmar arch be divided. In the absence of any 
indication of the origin of the infection, the lumbrical 
canal of the little finger is the guide to the space, 
but the web need not be opened. The lumbrical 
muscle is identified and traced to its origin from the 
flexor tendon, behind which the pus will be found. 
A wick of rubber tissue provides adequate drainage. 

The thenar space is best approached from the 
dorsum. The incision is made along the radial 
aspect of the shaft of the index metacarpal bone and 
is deepened to expose the lower border of the adductor 
transversus pollicis muscle, in front of which the pus 
is lying. A blunt-pointed pair of forceps is passed 
round its lower border and along its anterior surface, 
drainage being established by a wick of rubber 
tissue. 


General Technique in Treatment 


(a) Anesthetic.—Gas-and-oxygen or a full general 
anesthesia is required except in mild lesions when 
gas alone is sufficient. The pulp abscess and a 
paronychia can be dealt with by blocking the digital 
nerves with novocain at the base of the finger on 
each side. It is never justifiable to use an ethyl 
chloride spray as a local anesthetic. 

(b) A tourniquet should always be used and the 
arm compressor of a sphygmomanometer is the safest 
type. For incisions in the distal pulp the digital 
arteries may be compressed at the root of the finger. 

(c) No incision is to be made until the operator has 
decided that pus is present and its exact location. 
No incision is made on the dorsum of the hand until 
évery other possible site has been eliminated. 

(d) Drainage tubing should never be used. Rubber 
tissue is enough. 

(e) Fomentations are rarely needed after 72 hours, 
after which gauze soaked in paraffin and flavine 
(1 in 2000) is laid lightly in the wound. 

(f) Baths of iodine (1 drachm of the official tincture 
to the pint of warm water) are useful in clearing up 
the infection ; baths of hot dry air are even better. 

(g) Active movements should be begun at once and 
for this reason dressings should be as light as possible 
and a loose bandage used. Movements are best 
done at first in the wet or dry baths. If this is done 
no joint should become stiff. 
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IN OTORHINOLOGICAL WARDS 
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8. D. Extrorr, M.B. Lond., D.P.H. 
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THE conditions in ear and throat wards of hospitals 
are in some respects peculiar as regards cross-infection 
with hemolytic streptococci. In such wards patients 
with septic conditions such as acute tonsillitis, 
peritonsillitis, otitis, acute mastoiditis, and so forth 
are generally admitted alongside relatively ‘clean ” 
patients such as those undergoing the operations of 
tonsillectomy, submucous resection of the septum, 
and the like. The experience of the past in surgical 
and lying-in wards suggests that such an arrangement 
must be fraught with danger. The ear and throat 
surgeon works in an operative field which in the 
majority of cases is potentially, if not actually, septic. 
Owing, perhaps, to this there has been a tendency 
to interpret the septic complications which may 
develop after relatively “clean” operations as 
unavoidable and arising intrinsically—i.e., as a result 
of stirring up latent infection within the patient 
himself. The observations recorded in this paper 
suggest that these septic complications are to a great 
extent extrinsic—i.e., are derived from other patients 
with active streptococcal disease or infection and are 
therefore largely preventable. An admirable dis- 
cussion by Dan McKenzie! on septic complications 
in otorhinological work and their possible connexion 
with cross-infection makes it unnecessary to enlarge 
on the more general aspects of the problem. 

Four wards belonging to the Royal Ear Hospital 
(the throat and ear department of University College 
Hospital) were investigated. The ear hospital is a 
separate building from the main hospital. The 
wards are modern and skilfully planned. Open- 
air balconies with room for several beds are attached 
to each ward. Ward M, accommodating eleven 
males, is 48} ft. long, 27 ft. wide, and 12 ft. high, with 
ample windows and “through” ventilation. The 
distance between adjacent bed centres was originally 
8} ft., but this has since been altered (vide infra) 
in the interests of prevention. Ward F, the female 
ward, is practically identical in all respects. Ward C, 
and C, are two children’s wards of equal size and 
adjacent to each other; each of them is 40 ft. long, 
16 ft. wide, and 11} ft. high, Ward C, accommodating 
six, and C, five patients. To these four wards both 
septic and apparently non-septic cases were admitted. 
In addition to the main wards there are eight single- 
bed wards. 

The inquiry was begun in February, 1933, and 
was continued until August, 1936. During this 
period of 3} years fourteen outbreaks of cross-infection 
were traced, six in 1933, five in 1934, two in 1935, and 
one in the early months of 1936. The diminution 
in the number of outbreaks of cross-infection as time 
went on is ascribed to the various preventive measures 
which were put into operation. Not only the number 
of the outbreaks, but also their clinical severity became 
less. 





THE SEROLOGICAL METHOD OF INQUIRY 


In order to trace the degree and extent of cross- 
infection the following method was employed. 
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The throat and nose and any likely lesions of all 
incoming patients were swabbed and hemolytic 
streptococci were isolated if present. The isolated 
streptococci were typed by agglutination. The 
patients, nurses, ward-maids, and so forth were 
reswabbed every week and the redistribution of their 
streptococci was followed. Bacteriological findings 
were linked up with clinical occurrences in the wards. 
It is hardly necessary to say that during the three 
years’ survey there were minor irregularities in this 
procedure, which was occasionally modified owing to 
holidays and other interruptions. 

The serological classification followed was that of 
F. Griffith, and the agglutination technique employed 
was the slide method described by this author.* 
The serological make-up of hemolytic streptococci 
as met with in otorhinological wards is sufficiently 
diverse to make it highly improbable that the same 
type would be introduced on more than one 
pccasion during a short period of time. When a type 
found in one patient appears in another, previously 
uninfected, it may reasonably be ascribed to cross- 
infection. 

DESCRIPTION OF OUTBREAKS 

In the following description the term “ outbreak ” 
is used where the transference of infection from 
patient to patient has been proved by bacteriological 
methods. Not all the patients affected in a given 
outbreak showed definite clinical manifestations of 
infection. Where clinical manifestations referable 
to cross-infection were demonstrated the infection 
is referred to as “‘ manifest.’”” Where infection was 
acquired without the manifestation of clinical 
symptoms the infection is referred to as “latent.” 
The bed numbers in the descriptions and diagrams 
are to be taken as representing patients. hen 
two patients occupied the same bed in succession 
they are referred to as “a” and “b” respectively. 
Thus bed 1 (a) represents the patient in bed 1 and 
bed 1(b) represents another patient subsequently 
occupying the same bed during the same outbreak. 
As the diagrams of specimen outbreaks, on a scale of 
2°3 mm. to the foot, give the disposition of the beds 
they may be used for following the descriptions of the 
remaining outbreaks. Except where otherwise stated, 
it may be assumed that patients were operated 
upon within 24 hours of admission to the ward. 


Outbreak I.—Ward M (male): 8 patients and 
1 nurse affected ; 8 infections manifest, 1 latent. 


Bed 11.—Feb. 26th, 1933: Admitted with acute mas- 
toiditis. Streptococcus type 6 isolated from mastoid, 
nose, and throat on admission. March 7th: Patient 
developed erysipelas around infected mastoid, strepto- 
coccus type 6 recovered from erysipelatous lesions. Bed 7.— 
March 6th, 1933: Admitted for submucous resection of 
septum, swabs from throat and nose negative for strepto- 
cocci. March llth: Developed septic pharyngitis, 
streptococcus type 6 recovered from nose and throat. 
Bed 3 (a).—Feb. 25th, 1933: Admitted with carbuncle of 
nose, swabs from throat and nose negative for strepto- 
cocci. March 8th: Discharged feeling well. March 10th : 
Readmitted to bed 3 (a) with erysipelas, streptococcus 
type 6 recovered from throat and nose. Bed 5.—March 
7th, 1933: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. March 13th : 
Developed acute otitis media, streptococcus type 6 
recovered from throat, ear, and subsequently from the 
mastoid which became infected leading to meningitis. 
Bed 6 (a).—March 9th, 1933: Admitted for mastoidec- 
tomy, swabs from throat, nose, and ear negative for 
streptococci. March 15th: Developed septic pharyn- 
gitis, streptococcus type 6 recovered from throat. Bed 3 (b). 
—March 16th, 1933: Admitted for tonsillectomy, swabs 
from throat and nose negative for streptococci. March 19th : 


Developed septic pharyngitis, streptococcus type 6 
recovel from throat. Bed 4,—-March 14th, 1933: 
Admitted for submucous resection of septum, swabs from 
nose and throat negative for streptococci. March 20th : 
Streptococcus type 6 recovered from throat. March 22nd : 
Developed erysipelas. March 23rd: The ward sister 
developed septic pharyngitis, streptococcus type 6 
recovered from throat. (Swabs from throat negative for 
streptococci March 16th.) Bed 6 (b).—March 22nd, 
1933: Admitted for tonsillectomy, swabs from nose and 
throat negative for streptococci. March 27th: Strepto- 
coccus type 6 recovered from throat, no symptoms of 
streptococcal infection. 


Outbreak II.—Ward F (female) and Ward C 
(children) and single-bed ward: 10 patients and 2 
ward-maids affected ; 7 infections manifest, 3 latent 
and 2 with indefinite symptoms. 


Bed 2.—April 4th, 1933 : Admitted with carcinoma of the 
ethmoid. May 29th: First swabs from nose and throat 
positive for streptococcus type 15. Patient bad con- 
tinued pyrexia from day of admission. Bed 9,—May 5th, 
1933 : Admitted with chronic frontal sinusitis. May 14th : 
Developed pyrexia. May 29th: First swebs from nose 
and throat positive for streptococcus type 15. Bed 11 (a).— 
May 25th, 1933: Admitted for nasal polypi. May 29th : 
First swabs from nose and throat positive for strepto- 
coccus type 15, no symptoms referable to the infection. 
(Note.—Owing to the failure to obtain swabs from these 
three patients on admission it was impossible to determine 
by whom streptococcus type 15 was first introduced.) 
Ward-maid (a).—May 30th, 1933: Streptococcus type 15 
recovered from nose. Streptococci were not found at 
previous examinations. No symptoms referable to the 
infection. Single-bed ward.—May 30th, 1933: Admitted 
for tonsillectomy. June 3rd: Developed septic pharyngitis, 
streptococcus type 15 recovered from throat. Subse- 
quently developed mastoiditis, streptococcus type 15 
recovered from mastoid at operation. Bed 10 (a).— 
May 29th, 1933: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. June 6th: 
Developed septic ph zitis, streptococcus type 15 
recovered from throat. Bed 10 (b).—June 18th, 1933: 
Admitted for submucous resection of the septum, swabs 
from throat and nose negative for streptococci. June 22nd : 
Developed septic pharyngitis, streptococcus type 15 
recovered from throat. Ward-maid (b).—June 14th, 
1933: Swabs from throat and nose negative for strepto- 
cocci, June 20th: Developed septic pharyngitis, strepto- 
coccus type 15 recovered from throat. Bed 11 (b).— 
June 20th, 1933: Admitted for submucous resection of 
septum. June 23rd: Continued pyrexia following opera- 
tion, streptococcus type 15 recovered from the throat. 
Bed 3.—June 19th, 1933: Admitted for submucous 
resection of septum, swabs from nose and throat negative 
for streptococci. July 3rd: General malaise with pyrexia, 
streptococcus type 15 recovered from throat. Subse- 
quently developed otitis media. July 10th: Strepto- 
coccus type 15 recovered from ear, nose, and throat. 
July 24th: Discharged. July 25th: Readmitted with 
profuse epistaxis. Bed 8.—June 27th, 1933: Admitted 
for submucous resection of septum, swabs from nose and 
throat negative for streptococci. July 4th: Headache 
and general malaise with pyrexia and enlarged cervical 
glands, streptococcus t 15 recovered from nose. 
Ward C,, bed 1.—April 2ist, 1933: Admitted for mas- 
toidectomy, streptococcus type 12 recovered from mastoid, 
swabs from nose and throat negative for streptococci. 
July 5th: Developed scarlet fever, streptococcus type 15 
recovered from the throat. Note——The ward-maids (a) 
and (b) had been employed in relief duty in ward C. 
Bed 2, a nasal carrier of type 15 streptococcus, was occupy - 
ing a bed in ward F throughout the epidemic. After her 
discharge on July 5th no further cases of infection with 
type 15 streptococcus occurred. 


Outbreak III.—Wards C, and (, (children): 4 
patients affected, 4 infections manifest. 

Bed C,1.—April 2lst, 1933: Admitted with acute 
mastoiditis, streptococcus type 12 recovered from mastoid 
at operation, swabs from throat and nose negative for 
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dinamneniak, July Sth : Developed scarlet oe, strepto- 
coccus type 15 recovered from throat (see outbreak IT). 
Bed C,2.—June 6th, 1933 : Admitted for mastoidectomy, 
swabs" from throat and nose negative for streptococci. 
June 25th: Developed general malaise with pyrexia, 
streptococcus type 12 recovered from throat. Bed C,4.— 
June 28th, 1933: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. July 5th: 
Developed septic pharyngitis, streptococcus type 12 
recovered from throat. Bed C,4.—July 2nd, 1933: 
Admitted for tonsillectomy (no swabs taken on admission). 
Dick +. July 3rd: 10 c.cm. antiscarlatinal serum given 
intramuscularly. July 4th: Malaise and pyrexia, doubtful 
scarlatiniform rash, streptococcus type 12 recovered from 
the throat. July 5th: 5 c.cm. antiscarlatinal serum 
given. July 8th: Developed bilateral otitis media. 


Outbreak IV.—Wards C, and C, (children): 
7 patients and 1 nurse affected ; 4 infections manifest, 
4 infections latent. 


Bed C,1.—Sept. 30th, 1933: Admitted for mastoidec- 
tomy, streptococcus type 5 isolated from nose and throat 
on admission. Bed C,2 (a).—Oct. 4th, 1933: Admitted 
for tonsillectomy. Oct. 6th: Streptococcus type 5 
isolated from nose. Bed C,2 (b).—Oct. 5th, 1933: Ad- 
mitted for mastoidectomy. Oct. 10th: Developed slight 
continued pyrexia—no symptoms, streptococcus type 5 
isolated from throat. Bed C,1.—August 3rd, 1933: 
Admitted for tonsillectomy, throat and nose swabs nega- 
tive for streptococci. Oct. 10th: Developed irregular 
continued pyrexia, no symptoms, streptococcus type 5 
isolated from throat. Bed C,3.—Oct. 9th, 1933 : Admitted 
for tonsillectomy, throat and nose swabs negative for 
streptococci. Oct. 15th: Developed septic pharyngitis, 
streptococcus type 5 isolated from throat. Bed C,5 (a).— 
Oct. 14th, 1933: Admitted for tonsillectomy. Oct. 16th’: 
Streptococcus type 5 recovered from nose and throat. 
(No symptoms of streptococcal infection.) Bed C,5 (b).— 
Oct. 16th, 1933: Admitted for tonsillectomy. Dick +. 
10 c.cm. antiscarlatinal serum given intramuscularly. 
Oct. 18th: Developed pyrexia, streptococcus type 5 
recovered from throat. Nurse.—Oct. 26th, 1933: Strepto- 
coccus type 5 recovered from throat of a nurse who had 
recently been appointed to duty inthe ward. Nosymptom 
of streptococcal infection. 


Outbreak V.—Ward F: 2 patients affected ; 
2 infections manifest. 

Bed 3 (a).—Sept. 12th, 1933: Admitted for submucous 
resection of the septum, swab from throat positive for 
streptococcus type 11. Developed pyrexia following 
operation. Bed 3 (b).—Sept. 25th, 1933: Admitted with 
post-nasal discharge, swabs from throat and nose nega- 
tive for streptococci. Oct. 2nd: Developed septic 
pharyngitis, streptococcus type 11 recovered from throat. 


Outbreak VI.—Ward M: 7 patients and 2 nurses 
affected ; 9 infections manifest. 
Bed 6 (a).—Nov. 7th, 1933 : Admitted for tonsillectomy, 


‘ throat and nose swabs negative for streptococci. Nov. 13th: 


Developed septic pharyngitis, streptococcus type 12 
isolated from throat. Bed 7 (a).—Nov. 7th, 1933: Ad- 
mitted for submucous resection of ——. throat and nose 
swabs negative for streptococci. Nov. 13th: Developed 
septic pharyngitis, streptococcus type 12 isolated from 
throat. Bed 2.—Nov. 20th, 1933: Admitted for tonsil- 
lectomy, throat, nose, and ear swabs negative for strepto- 
cocci. (Dick +, received 5 c.cm. antiscarlatinal serum 
on admission.) Nov. 23rd: Developed septic pharyngitis, 
streptococcus type 12 recovered from throat. Nov. 27th : 
Developed broncho-pneumonia, Dec. 5th: Blood culture 
grew streptococcus type 12. Dec. 12th: Patient died. 
P.M.: Typical appearances of streptococcal septicemia 
with lung abscesses from which streptococcus type 12 
were recovered. Bed 4 (a).—Nov. 6th, 1933: Admitted 
for mastoidectomy, throat and nose swabs negative for 
streptococci. Dec. 4th: Developed septic pharyngitis, 
streptococcus type 12 recovered from throat. Note.— 
This patient had been nursed during part of bis stay in 
os on the ward balcony in a bed next to bed 2. 

4 (b).—Deec. 7th, 1933: Admitted with epithelioma 
of vocal cord. Swabs from nose and throat negative for 


streptococci. Dec. llth: Developed septic pharyngitis, 
streptococcus type 12 recovered from throat. Bed 7 (b).— 
Dec. 3rd, 1933: Admitted for antrostomy and removal 
of nasal polypi, swabs from nose and throat negative for 
streptococci. Dec. llth: Complained of headache and 
general malaise (no pyrexia), streptococcus type 12 isolated 
from nose and throat. Bed 6 (b).—Dec. 6th, 1933: 
Admitted for mastoidectomy, swabs from nose and throat 
negative for streptococci. Dec. 18th: Complained of 
general malaise and developed pyrexia, streptococcus 
type 12 recovered from throat. Nursing staff—Dec. 7th, 
1933: Two nurses developed septic pharyngitis, strepto- 
coccus type 12 recovered from throats. 


Outbreak VII.—Wards M and F: 4 patients 
affected ; 4 infections manifest. 


Ward M, bed 1.—Feb. 17th, 1934: Admitted for laryn- 
geal obstruction and with a recent tracheotomy wound, 
streptococcus type 18 recovered from throat and tracheo- 
tomy wound. Feb. 22nd: Developed erysipelas, strepto- 
coceus type 18 recovered from lesion. Ward F, bed 2.— 
Jan. 30th, 1934: Admitted for removal of impacted 
wisdom tooth, swabs from throat and nose negative for 
streptococci. Feb. 20th: Developed septic pharyngitis, 
streptococcus type 18 recovered from throat. Ward M, 
bed 2.—Feb. 19th, 1934: Admitted for tonsillectomy, 
swabs from throat and nose negative for streptococci. 
Feb. 26th: Developed septic pharyngitis, streptococcus 
type 18 recovered from throat. Ward M, bed 4.—Feb. 
28th, 1934: Admitted for tonsillectomy. Swabs from 
throat and nose negative for streptococci. March 5th: 
Developed septic pharyngitis, streptococcus type 18 
recovered from throat. Note.—No carrier of type 18 
streptococcus was discovered who could have accounted 
for the transference of infection from ward M to ward F. 
Constant masking was observed by both patients and 
attendants during this outbreak. 


Outbreak VIII.—Ward M: 2 patients affected ; 
2 infections manifest. 


Bed 4.—Feb. 14th, 1934: Admitted for submucous 
resection of the septum, streptococcus type 22 recovered 
from the throat. March 5th: Developed pyrexia, strepto- 
coccus type 22 recovered from throat. Bed 3.—Feb. 28th, 
1934: Admitted for tonsillectomy, swabs from nose 
and throat negative for streptococci. March 5th: 
Developed septic pharyngitis, streptococcus type 22 
recovered from throat. Both patients wore masks during 
their stay in the ward. 


Outbreak IX.—Ward M: 2 patients affected ; 
2 infections manifest. 

Bed 3.—Jan. 22nd, 1934: Admitted for tonsillectomy, 
swabs from nose and throat negative for streptococci 
(Dick —). Jan. 29th: Developed septic pharyngitis, 
streptococcus type 3 recovered from throat. Bed 7.— 
Jan. 28th, 1934: Admitted for tonsillectomy, swabs from 
throat and nose negative for streptococci. Feb. 2nd: 
Developed septic pharyngitis, streptococcus type 3 
recovered from throat. Note.—The source of the infection 
in the outbreak was uncertain. Constant masking was 
observed by both patients and staff at the time. 


Outbreak X.—Ward F and single-bed ward. 
3 patients and 2 nurses affected; 5 infections 
manifest. 

Bed 9.—Feb. 26th, 1934: Admitted with chronic 
ethmoiditis, swabs from nose and throat negative for 
streptococci. March 7th: Developed septic pharyngitis, 
streptococcus type 9 recovered from throat. Bed 8.— 
March 4th, 1934: Admitted for tonsillectomy, swabs 
from nose and throat negative for streptococci. March 8th : 
Developed pyrexia, streptococcus type 9 recovered from 
throat. Single-bed ward (floor above).—Admitted for 
mastoidectomy. Same day: developed septic pharyn- 
gitis, streptococcus type 9 recovered from throat. Same 
day: two nurses developed septic pharyngitis, one being 
the night nurse who also had charge of the single-bed 
wards. Streptococcus type 9 was recovered from the 
throats of both nurses. Streptococci had not been found 
at previous examinations. Note.—The source of the 
infection during the outbreak was uncertain. Constant 







































































| pow] ae 
Mast oiditis S.M.R. % Mastoidit is 
(z)jadmit.9.3.33 admit. 6.3.33 admit. 26.2.33 
DEVELOPED DEVELOPED DEVELOPED 
SEPTIC PHARYN, SEPTIC PHARYN. ERYSIPELAS 
15. 3.33 1,3, 33 7, 3.33 
Tonsillect 
5)} admit. 22.3.33 6 8 10 n 
OUTBREAK I NO SYMPTOMS 
6 
Ward M (Males) ; 
streptococci type 6 + 25.5.33 Ward sister 
recovered From all cases 0 developed septic pharyngitis 
insillectomy 
after development of admit.163.33 (a) 
symptoms DEVELOPED 
SEPTIC PHARYN, 
5 19.3. 33 2 1 
==, = =, 
Tonsillectom S.M.R Carbuncle of nose 
admit 7 33. admit.14.3.33 admit.25.2.33 
DEVELOPED DEVELOPED DEVELOPED (6) 
MASTOIDITIS ERYSIPELAS ERYSIPELAS 
13.3. 33 22.53.33 3.3.33 
SMR. Sinusitis Tonsillectomy Nasal Pol pi 
admit. 27.633 admitted 5.533 admit.29.5.33 admit. 25.533 
DEVELOPED DEVELOPED DEVELOPED NO SYMPTOMS 
CERVICALADEN. PYREXIA SEPTIC PHARYN. 
4.7 33 14.5, 33 6.6.33 (2) | 4 
‘ S ° amie 18.6 33 admit 20.833 
it. 18. 4 
OUTBREAK II comes DEVELOPED DEVELOPED 
Ward F. (Females) Tonsillectom , a _— ahr taat 
streptococci type I5 admit..30.5. Ward maids (a) (d) " 
P YP DEVELOPED streptococci type |5 recovered 10 
recovered From all cases SEPTIC PHARYN. From nose 30. 5.33, (b) developed 
after development of & MASTOIDITIS septic pharyngitis 20.6. 33 
symptoms 3. 6.35 
4 p | 2 1 
ad ited 9.6.33 [x 
Beds 5&6 in mitted 9.6. 
: DEVELOPED Carc. Ethmoid 
a OTITIS admitted 4.4.33 
7 3.7.33 | | 
¥ Mastoiditis Mastoiditis Tonsillectomy 
admitted 4.4.33 admitted 6.6.33 admitted 28. 6.33 
strept. type I2 DEVELOPED DEVELOPED 
DEV. SCARLET PYREXIA SEPTIC PHARYN- 
FEVER 5.7.33 25.6.33 3 
———) ed 
strept.type I5 2 3 4 
1 
<6 5 
OUTBREAK III WARD C, ’ 
Wards Ci and C2 (children) 
streptococci type |2 recovered 
From all cases 
WARD C2 
2 1 
= 
Tonsillectomy 
admitted 2.7.33 
DEV. ? SCARLET 
FEVER 4.7.33 
OTITIS 8.7.33 
——) 











% Cases suspected of having introduced streptococci into ward 


= 


—~ 


THE LANCET] PROF. OKELL & DR. ELLIOTT: CROSS-INFECTION WITH HAMOLYTIC STREPTOCOCCI [ocr. 10, 1936 839 


a) 


b) 





} 


840 THE LANCET] PROF. OKELL & DR. ELLIOTT: CROSS-INFECTION WITH HZXMOLYTIC STREPTOCOCCI [oct. 10, 1936 





masking was observed by both patients and staff during 
the outbreak. 


Outbreak XI.—Ward M: 3 patients affected ; 
3 infections manifest. 


Bed 4 (a).—May 6th, 1934: Admitted for tonsillectomy, 
swabs from throat and nose negative for streptococci. 
May 14th: Developed septic pharyngitis, streptococcus 
type 1 recovered from throat. Bed 5.—May 15th, 1934: 
Admitted for tonsillectomy, swabs from throat and nose 
negative for streptococci. May 23rd: Developed septic 
pharyngitis, streptococcus type | recovered from throat. 
Bed 4 (b).—May 16th, 1934: Admitted for tonsillectomy, 
swabs from throat and nose negative for streptococci. 
May 19th: Developed septic pharyngitis, streptococcus 
type 1 recovered from throat. Note.—All these patients 
were removed from the ward to the ward balcony on the 
second day after admission. Bed 5 occupied a position 
on the balcony which had just been vacated by bed 4 (a) 
on discharge. Beds 5 and 4 (b) were separated by an 
intervening bed on the balcony, but were in adjacent 
beds for 24 hours in the ward. 


Outbreak XII.—Ward }. 3s patients, 2 house 
surgeons, and | nurse affected ; 10 infections manifest, 
1 infection latent. -) 


Bed 1.—Jan. 10th, 1935: Admitted for carcinoma of 
pharynx, swabs from throat and nose negative for strepto- 
cocci. (The pharyngeal condition was treated with 
radium.) Feb. 11th: Developed bronchitis, streptococcus 
type 1 recovered from sputum. Feb. 17th: Patient died. 
Bed 4.—Feb. 6th, 1935: Admitted for submucous resec- 
tion of the septum and antrostomy, swabs from throat 
and nose negative for streptococci. Feb. 11th: Developed 


septic pharyngitis, streptococcus type 1 recovered from‘ 


throat. Bed 3 (a).—Feb. 6th, 1935: Admitted for antro- 
stomy, swabs from throat and nose negative for strepto- 
cocci, Feb. 10th: Developed septic pharyngitis, strepto- 
coccus type 1 recovered from throat. Bed 9.—Feb. 11th, 
1935: Admitted for tonsillectomy, swabs from throat 
and nose negative for streptococci. Feb. 16th: Developed 
septic pharyngitis, streptococcus type 1 recovered from 
throat. Bed § (a).—Dec. 12th, 1934: Admitted with 
carcinoma of the tonsil, swabs from throat and nose 
negative for streptococci. Feb. 18th, 1935: Strepto- 
coceus type 1 recovered from throat, no symptoms of 
streptococcal infection. Same day: Two house surgeons 
and one nurse developed septic pharyngitis, one case 
complicated by toxic jaundice; streptococcus type 1 
recovered from the throat of all. One house surgeon 
remained on duty despite infection. Bed 2.—March 18th, 
1935: Admitted for antrostomy, streptococcus type 22 
recovered from throat on admission. March 23rd: 
Developed septic pharyngitis, streptococcus type 1 
recovered from throat. Bed § (b).—March 13th, 1935: 
Admitted for tonsillectomy, throat and nose swabs nega- 
tive for streptococci. March 26th: Developed septic 
pharyngitis, streptococcus type 1 recovered from throat. 
Bed 3 (b).—March 31st, 1935 : Admitted for tonsillectomy, 
throat and nose swabs negative for streptococci. April 8th : 
Developed septic pharyngitis, streptococcus type 1 
recovered from throat. Note.—The source of infection in 
the outbreak was uncertain. 


Outbreak XIII.—Ward M: 3 patients affected; 
2 infections manifest, 1 latent. 


Balcony bed.—August 30th, 1935: Admitted with 
sarcoma of orbit, streptococcus type 1 recovered from nose 
and throat. Bed 10.—Sept. 14th, 1935: Admitted with 
herpes otica, swabs from nose and throat negative for 
streptococci, Sept. 23rd: Develo septic pharyngitis, 
streptococcus type 1 recovered from throat. Patient 
moved to baleony. Bed 3.—Sept. 23rd, 1935: Admitted 
for submucous resection of the septum, swabs from nose 
and throat negative for streptococci. Sept. 29th: Deve- 
loped septic pharyngitis, streptococcus type 1 reco:/ered 
from throat. Note,—A friendship developed between the 
patients occupying beds 10 and 3 and it was the custom 
of the latter to visit and chat with his friend who was 
confined to a balcony bed with septic pharyngitis. Patient 
from bed 3 subsequently developed the same infection. 


Outbreak XIV.—Ward M: 5 patients affected ; 
5 infections manifest. 


Bed 6 (a).—Dec. 30th, 1935: Admitted for tonsillec. 
tomy. Jan. Ist, 1936: Developed pyrexia. Jan. 3rd: 
Developed scarlatiniform rash (negative Schultz-Charlton 
reaction). Jan. 10th: Streptococci recovered from throat. 
Bed 8.—Dec. 30th, 1935: Admitted for tonsillectomy. 
Jan. 3rd, 1936: Developed septic pharyngitis. Jan. 10th : 
Streptococci recovered from throat. (Note.—This patient 
was a brother of the patient in bed 6 (a).) Bed 5.—Jan. lst, 
1936: Admitted for submucous resection of the septum. 
Jan. 3rd: Developed septic pharyngitis. Jan. 5th: 
Streptococci recovered from throat. Bed 10.—Jan. 3rd, 
1936: Admitted witi: mastoid abscess. Jan. 7th: Opera- 
tion. Jan. 9th: Developed pyrexia. Jan. 13th: Strepto- 
cocei recovered from throat and nose. Bed 6 (b).— 
Dec. 22nd, 1935: Admitted for submucous resection of 
the septum. Dec. 24th: Developed pyrexia and moved 
to balcony. Jan. 13th, 1936: Streptococci recovered 

from throat. 


Note.—The streptococci isolated from these five cases 
produced colonies of similar and characteristic appearance 
on blood-agar and gave the same fermentation reactions 
over a wide range of sugars. None of the organisms, 
however, were agglutinated by the Griffith type sera. 
An antiserum was prepared from the strain recovered 
from one of the patients but after absorption with known 
heterologous strains it was found to agglutinate not only 
the streptococci recovered from the five patients affected 
but also strains which were known to be of different type. 
It was assumed, therefore, that the strain produced 
“group” and not “ type-specific ” agglutinins. For this 
reason it was not possible to prove absolutely the identity 
of the streptococci recovered in this outbreak although 
there was strong presumptive evidence that they were 
all the same strain. 


DISCUSSION 


It appears from these observations that a situation 
of considerable gravity existed in the wards which 
were the subject of the investigation. Though it had 
been suspected that cross-infection was the cause of 
certain complications occurring amongst the patients 
it was only in the light of the bacteriological findings 
that the extent of the danger could be estimated. 
It is clear that in wards where otorhinological patients 
are collected together certain types of patients run 
considerably more risk than they would have done 
had they been nursed in their own homes or separated 
from other septic or quasi-septic cases. 

That the complications arising from cross-infection 
may be very serious is illustrated by outbreak VI. 
in which a patient admitted for tonsillectomy died 
from septicemia, and by outbreak XII. where the end 
of a patient with carcinoma was undoubtedly hastened 
by an acquired infection. In another and earlier 
outbreak not included in the preceding serics, three 
healthy young men admitted to the same ward for 
tonsillectomy died in rapid succession from broncho- 
pneumonia. We were unable to make any serological 
investigation of these patients, but from all of them 
either during life or after death hemolytic streptococci 
were isolated with the same colonial appearances 
(and these were somewhat characteristic) and the 
same fermentation reactions over a large range of 
sugars. 

The conditions generated as a result of cross-infection 
show the varied clinical pattern characteristic of 
hemolytic streptococcal infection. In outbreak II., 
pharyngitis, otitis, mastoiditis, and continued pyrexia 
occurred in one series. In outbreak I. three patients 
developed erysipelas, but cases of mastoiditis and 
pharyngitis also occurred in the series. In outbreak 
III. a patient with mastoiditis propagated infection 
which resulted in cases of otitis, septic pharyngitis, 
and continued pyrexia. During the same time he, 
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himself, fell victim to scarlet fever due to a strepto- 
coccus, presumably derived from a concurrent 
streptococcal outbreak in another ward although no 
cases of scarlet fever had occurred in the latter 
ward. 

As might be expected, the most likely type of 
patient to be responsible for starting an outbreak 
is one suffering from active, and, in particular, acute 
streptococcal disease—pharyngitis, mastoiditis, and 
so forth. Patients free from manifest streptococcal 
disease, nurses, and ward-maids also figure in some 
of the outbreaks as carriers or as victims. We had 
reason to suspect that carcinoma patients with 
tracheotomy wounds were particularly likely to 
propagate infection; The most susceptible type of 
patient is apparently one who has just undergone 
such operations as tonsillectomy or submucous 
resection of the septum, where no adequate protection 
can be arranged for the exposed surfaces. Instances 
occur of transference of infection from ward to ward 
in the same building and even to patients nursed on 
the open-air balconies. 

The outbreaks show the same seasonal incidence 
as streptococcal epidemics in general, occurring for 
the most part during the winter months. 


PREVENTION 


In discussing methods for the prevention of cross- 
infection in otorhinological wards certain facts must 
be taken into consideration: (1) a majority of the 
patients when admitted have manifest streptococcal 
disease or at least latent streptococcal infection ; 
(2) a minority, consisting chiefly of those admitted 
for operation, are free from streptococcal infection ; 
(3) operations, particularly tonsillectomy and sub- 
mucous resection, render the nasopharynx highly 
susceptible to streptococcal infection ; (4) hxemolytic 
streptococci are readily disseminated by droplets 
from the nasopharynx. They may be borne by air 
or in dust for considerable distances,* or they may be 
“carried” from patient to patient by doctors, 
nurses, and visitors and by fomites—e.g., bedding, 
eating and drinking utensils, books, and so forth. 

With these facts in view it is obvious that the 
prevention of nasopharyngeal cross-infection is not 
easy. We do not propose to give detailed suggestions 
for prevention but merely to indicate the methods 
which from ovr own experience seem to be most 
promising. It is desirable that obviously septic 
patients be placed in separate wards from relatively 
“clean” patients admitted for operation, &c. It 
is also desirable that separate operating theatres be 
provided for the two types of cases. It is doubtful, 
however, waether many institutions as they are at 
present designed and administered would find these 
suggestions easy to carry out. 

Whether or not clean and septic patients are 
warded separately the residual problems remain 
much the same. Methods must be based on the 
assum ption that practically all otorhinologicai patients 
are to be treated as potential originators of infection, 
and also, in their turn, as potential victims of it. 
Our observations show that an already septic patient 
can acquire a new infection accompanied by a new 
surgical complication from a septic neighbour. 
Under these conditions it would appear that only 
by a more or less strict system of “ bed isolation ” 
will cross-infection be effectively controlled, and it 
may be assumed thatthe more strict the isolation the 
more successful will be the result. The complete 
systems of “bed isolation” or “ barrier nursing ” 
which have been employed in the prevention of cross- 
infection among patients with the ordinary infectious 


diseases ‘* * are probably beyond the financial and 
administrative resources of most voluntary hospitals, 
but many of the measures can be adopted with 
comparatively little expense or disorganisation. 
We have employed a simplified method of “ bed 
isolation ” which though open to theoretical criticism 
appears to have been reasonably effeciive in practice 
and has very much reduced cross-infection in our 
wards. The main points of the method are as 
follows :— 

(1) Beds are so arranged as to allow 17 ft. between 
adjacent bed centres and the open-air balconies are 
kept in night and day use during all seasons. 

(2) Patients obviously septic or found to be 
bacteriologically positive for hemolytic streptococci 
are put into “isolation.”” They are placed on the 
open-air balconies or alternatively in the ward, 
in a corner position if possible, and surrounded by 
a three-piece glass screen 7} ft. high. They are not 
allowed to leave the area surrounded by the screen 
nor may other patients approach within the screen. 

(3) Each “ screened ” patient is provided with his 
own thermometer, bedpan, urine bottle, towels, 
&ec. A clean sterile gown is daily hung within the 
enclosure and is worn by nurses approaching the 
patient for washing, bed-making, &c. 

(4) Nurses are provided with sterile gowns and 
rubber gloves when doing dressings. 

(5) The eating and drinking utensils of all patients 
are boiled up immediately after use. 

(6) After the discharge of a “screened” patient, 
the screened area he occupied and as far as possible 
everything within it are disinfected or sterilised. 
Blankets and canvas mattress covers are washed, 
mattresses and pillows are baked. Bell, locker, wall, 
chair, and screen are washed down with disinfectant. 

(7) We have not been convinced that the use of 
masks when doing dressings and so forth is of any great 
value, but it is possible that simple cellophane masks 
may be of some use. Gauze masks are probably less 
than useless unless frequently renewed. 

The screens are an effective, though imperfect, 
barrier against droplet infection; they are also 
a constant reminder to nurses and others that special 
care must be taken and they effectively discourage 
the approach of other patients. On all parts of 
the screen on the side near the patient we have been 
able to isolate hemolytic streptococci of the sero- 
logical type harboured by the patient. At the same 
time we were able to pick up a few colonies on plates 
placed a foot or two outside the screen. 

Without doubt the most important single factor 
in the prevention of cross-infection is the care and 
instructed intelligence of the nursing and resident 
medical staff. A medical officer who is thoroughly 
conversant with the problem should be responsible 
for the admission of patients and their distribution 
to the best possible advantage in the ward. The 


.nurses should also be specially instructed in the 


principles of prevention of cross-infection. How 
fully “ bed isolation’ methods can be applied must 
depend upon local resources. The minimum eventually 
adopted should at least be sufficient to reduce cross- 
infection to negligible proportions as judged not only 
by clinical but also by bacteriological observation. 
In the design and equipment of new ear, nose, and 
throat wards special provisions should be made for 
facilitating measures against cross-infection. 


CONCLUSIONS 
(1) Cross-infection with hemolytic streptococci 
from which severe and even fatal complications may 
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arise is common in otorhinological wards and 
institutions. 

(2) A number of examples of cross-infection have 
been studied in detail, chiefly by tracing the trans- 
ference of infection by the aid of serological methods. 

(3) The clinical manifestations of cross-infection 
are diverse, septic pharyngitis, otitis, mastoiditis, 
adenitis, erysipelas, scarlet fever, septic broncho- 
pneumonia, and septicemia being among the condi- 
tions met with. Several of these conditions may 
occur in one outbreak due to the same strain of 
streptococcus. In some outbreaks one or more 
patients acquire infection without showing any 
signs of disease than can be ascribed to it. 

(4) The cross-infection can be largely prevented 
by employing a modified system of “‘ barrier ” nursing 
and other sanitary precautions in the wards. 


We have to thank the consulting surgeons of University 
College Hospital, Mr. E. A. Peters and Mr. J. F. O'Malley, 
and the present surgeons, Mr. Harold Kisch, Mr. F. 
Watkyn-Thomas, and Mr. M. L. Formby, for their constant 
coéperation in this investigation. We owe a special debt 
to Mr. J. W. Pugh, the registrar of the Royal Ear Hospital, 
for keeping us in touch with the clinical side of the 
problem and for taking a predominant part in devising 
and putting into execution practicable methods of 
prevention. Dr. F. Griffith, of the Ministry of Health, 
has not only generously put at our disposal his unique 
collection of streptococcal type sera but has also been 
our constant helper 

This work was carried out by one of us (S. D. E.) during 
the tenure of a grant from the Harmsworth Memorial Fund, 
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IMPAIRMENT OF ANTERIOR PITUITARY 
FUNCTIONS BY FOLLICULAR 
HORMONE 


By Prof. BERNHARD ZONDEK, M.D.* 


(From the Gynecological and Obstetrical Department of the 
Rothschild-Hadassah Hospital, Jerusalem) 





OVARIAN function depends on the gonadotropic 
hormones of the anterior lobe of the pituitary. 
Without an anterior lobe there is no maturation of the 
follicle, no ovulation, no formation of corpus luteum, 
no conception. The ovary in its turn also has a 
regulative influence. The follicular hormone pro- 
duced in the ovary under the influence of prolan A 
may either stimulate or depress the anterior lobe. 
If folliculin is injected into a senile monse, which 
has not shown estrus for several weeks, cestrus will 
be induced and continue regularly. Thus in the 
senile animal it is possible to reactivate (in the sense 
of Steinach and Sand) ovarian function which has 
ceased. The explanation can only be that folliculin 
stimulates the gonadotropic function of the anterior 
pituitary lobe. In other circumstances, however, it 
may depress this function, and it is evident, as I wrote 
in 1931, that the hormone produced in the sexual 
gland under the influence of the anterior lobe has a 
regulative effect on its producer. Opinions differ 
about the depressive action of the estrogenic hormone, 
and to quote an editorial article in this journal ® 
“the results in this field are often confusing and 


* This work was done partly with the aid of a grant from the 
Rockefeller Foundation. 





contradictory, evidently because of wide variation 
in factors now recognised to be important, such as 
amount and form of hormone administered.” I 
summarise some findings as follows :— 

Spencer, D’Amour, and Gustavson * found inhibition 
of growth after administration of 630 R.U. (rat units) 
of cstrin during nine weeks. They rest content with 
establishing that the control rats weigh 45 g., whilst the 
experimental rats weigh 36g. Leonard, Meyer, and 
Hisaw * injected 2 R.U. of cestrin daily into infantile rats 
and after 41-66 days noted inhibition of sexual function 
but no great depression of body-weight; the average 
weight cf the experimental animals was 141-3g. and 
that of the controls 152-7 g. Korenchevsky and Dennison * 
treated rats (aged four weeks) for 30-43 days with 60-180 
units cestrin daily and found decreased appetite and gain 
in body-weight without any definitive change in the fat 
deposition and depressed development of the sexual 
organs. On administration of large doses (180 inter- 
national units (I.U.) of estrin) the weight of the control 
animals varied from 198 to 300g., the weight of the 
experimental animals from 175 to 252g. Barnes, Regan, 
and Nelson ’ were able to induce depression of the diabeto- 
genic hormone of the anterior lobe of the pituitary by 
means of wstrin. Shumacker and Lamont,* on the other 
hand, found that continued administration of cstrin 
(9 R.U. daily for 67 days) influences neither the growth 
nor the thyrotropic, adrenotropic, and gonadotropic 
function of the anterior lobe. Engel*® also obtained 
negative results. The effect of growth hormone in rats 
could not be influenced by giving cestrin at the same time. 


Whether cstrin activates or depresses the function 
of the anterior lobe depends on the amount of hormone 
administered and the duration of the treatment: 
small doses stimulate while large ones depress. 
Contradictory results have been reported, but these 
results are explainable by the different doses adminis- 
tered. In investigations showing depression the 
authors have often been satisfied with experiments 
over short periods, discontinued as soon as any certain 
result could be stated—within 40 or at the most 
66 days. My own experiments have been based on a 
different supposition. I intended to study the effect 
of hormone administered continuously over several 
months, so as to discover the maximal effects 
obtainable. 

My starting-point was a clinical observation. In 
Palestine, where sterility is particularly important, 
I have often found in sterile women a characteristic 
atrophy of the uterus, which is sarely seen in Europe. 
The uterus is not shortened but extremely narrow. 
When I tried to induce uterine growth with folliculin, 
I observed that it is possibie to affect the menstrual 
cycle in women who have hitherto menstruated 
normally. For example, in a woman of reproductive 
age with normal menstruation, injections of 100,000 
to 200,000 mouse units (M.U.) of estrin between the 
sixth and twenty-fourth days of the cycle will prevent 
the onset of the next period ; indeed, it may produce 
several weeks’ amenorrhea. In such cases it could 
be established that the cstrin acted through the 
anterior lobe of the pituitary ; the failure of menstrua- 
tion was associated with degeneration of the corpus 
luteum and absence of premenstrual changes in the 
mucosa uteri. These clinical findings, described in 
detail elsewhere,!° led me to study the effect of large 
doses of cstrin on animals, and I found that if, for 
example, 1000 M.U. was injected twice weekly for 
several months into a rabbit (either infantile or 
mature), the uterus showed (1) cystic hyperplasia 
of the mucosa, (2) infarct-like necrosis of the muscle 
wall, and (3) aseptic suppuration in the cavum uteri." 
Thus while small doses of estrin produce a physio- 
logical reaction (proliferation of the mucosa), large 
doses cause a pathological reaction (cystic hyper- 
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plasia and eventually destruction, 
aseptic suppuration). 

Prolonged administration of ostrin to rats has 
interesting results which I have already briefly 
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showing effects of 18 weeks’ treatment with - 


a total of 180,000 M.U. of dimenformon (oil lobe at 

injection). A- control. B=experimental . 

animal. once, cestrin 
leads to 


their failure one after another. The gonadotropic 
function is the first to be affected, which means 
that the cells producing gonadotropic hormone 
are the most sensitive; the growth hormone is 
not affected till later. Hence, according to the 
duration of the treatment we are able to produce 
either eunuchoid rats or eunuchoid dwarf rats. We 
may produce the different effects in the bird (cock) 
even more distinctly than in the rat; the gonado- 
tropic function fails first; then the bone structure 
begins to show characteristic alterations ; stunting 
of growth follows, and finally there are specific 
metabolic changes. I propose here to report on these 
effects but not in the order of their appearance. 
I will begin by describing the reaction which affects 
the whole body—the disturbance of growth. 


DWARF RATS 

The younger the rats at the beginning of the experi- 
ment the greater will be the stunting. It is best to 
start the treatment when the rats are 4-6 weeks’ 
old and weigh 30-50 g. Subcutaneous administration 
of 5000 M.U. of Dimenformont twice weekly proved 
to be the optimal dose. During the first 3-4 weeks 
experimental and control animals develop similarly 
to a weight of 55 g.; then the experimental animals 
become somewhat backwurd. The difference between 
them becomes more distinct at a weight of 70 g. 
The growth curve of the controls rises continuously, 
but in 3-4 months from the beginning of the experi- 
ment the cstrin-treated animals stop developing. 
Of the 131 rats treated with follicular hormone all 
showed stunted growth: the majority reached a 
weight of 90-100 g., compared with 160-170 g. for 
the controls—i.e., they showed ‘a deficiency of nearly 
45 45 per cent. (Figs. 1 and 2). In some series the weight 


+ I am indebted to Dr. M. Tausk, ot the Organon-Oss, for 
supplying dimenformon. 
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deficiency spgeenthed 60 per cent.; the dwarf 
animals became stationary at 70 g-, while the controls 
reached 170g. The difference in the longitudinal 
growth however was less conspicuous; the control 
animals have an average length of 16-5cem., the 


Tas_Le I 


Difference in Length between Controls and Dwarf Rats (om.) 
FIRST SERIES; DWARF RAT = 90 G. 


Experi 





‘ , Percentage 
— Control.| mental : 

animal. reduction. 
From head to root ae tail se 16°5 14:4 12-6 
Length of head pe 4°83 4-4 8-4 
Length of tail .. ‘ 15-9 12-2 23-3 

SECOND SERIES: DWARF RAT = 70 G 
From pane to root of _ 15-5 11-5 25°8 
of head - 5 4°5 10 

et of tail .. on sah 17 10°5 38-2 


experimental animals 14-4 cm.—i.e., a difference of 
about 13 per cent. only. In the much retarded 
animals (weight of the dwarf animal 70 ¢., of the 
control 170g.) the difference in length is 4m, 
(26 per cent.). (See Table I.) 


The dwarfing is proportional: the head is narrower 


and shorter, the circumference of the thorax smaller, 
the tail much shorter (23-38 per cent.), 
The 


and the 


bones shorter and lighter.” inner organs are 
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FIG. 2.—Eunuchoid dwarf rats (b) and controls (a), both aged 
5 months. The dwarfing has been induced by 365, 000 M.U. 
of dimenformon given over four months. The lower photo- 
graphs show the animals pinned, and demonstrate the absence 
of a scrotal sac in the dwarf. 
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also emailer and lighter. In order to avoid te: many 
Tables, I give here the average weights of the organs 
in 8 controls and 8 experimental animals (Table IT.). 
The deficiency is greatest in kidneys and pancreas, less 
in heart and liver, and least in brain, lungs, spleen, 
and thymus. The pituitary itself, as I have already 
pointed out,'!* provides an exception, but its enlarge- 
ment, which may amount to 170 per cent., occurred 
only in male rats, whilst the female rats treated in 
parallel experiments had small pituitaries. A second 
exception is the adrenal, which also enlarges in males 
(about 9 per cent.), although in wstrin-treated females 
it is smaller than in the controls. 

Are we really dealing with pituitary dwarfism— 
i.e., a deficiency of the growth hormone of the anterior 
lobe of the pituitary ? It might reasonably be thought 
that the animals eat less in consequence of the long 
treatment, and are therefore retarded in their growth, 
as suggested by Korenchevsky and Dennison.® 
As will be shown later, they do eat a little less, but 
only because they have ceased growing and therefore 
require less food. Besides, their utilisation of food 
is different from that of the controls. That we are 
actually dealing with pituitary dwarfism is proved 
by the fact that the stunting of growth can be abolished 
by administration of growth hormone. At first, 
I thought that the anterior lobe was so weakened by 
the follicular hormone that the cells were no longer 
able to produce the hormonotropic substances. 
But this is not so. I analysed ¢ the pituitaries of 
dwarf rats and did not find smaller quantities of 
gonadotropic hormone (prolan A) in dwarf rats: 
than in control rats of the same age. Also 
in a very large tumour of the pituitary induced 
with follicular hormone (dimenformon) '* I found at 
least as much gonadotropic hormone as in a normal 
pituitary. That means that the anterior lobe of the 
dwarf rat does produce hormone, that the hormone is 
stored in the anterior lobe, but that the cells cannot 
send this hormone into the blood stream. The 
follicular hormone affects the anterior lobe in such a 
way that the latter becomes unable to make use of 
the hormones it produces. By analogy we may 
assume that the growth hormone, although the 
anterior lobe produces it, is prevented from getting 
to the body cells. Thus there is a basic difference 
between hypophysectomy and the elimination of 
anterior pituitary function by means of follicular 
hormone. When the gland is removed the production 
of all gonadotropic substances stops for ever. Pro- 
longed treatment with follicular hormone, on the 
other hand, results only in a blockade of the function 
of the anterior lobe—and not even of the entire 
anterior lobe, since the thyrotropic and parathyro- 
tropic function is not impaired at all, but may be 
stimulated! We are producing a partial blockade, 
and we are able to impair the various functions in 
sequence instead of simultaneously. We do not 
inhibit production of hormones in the cells of the 
anterior lobe, but we. prevent the delivery of the 
hormone from the cell to the blood stream. In other 
words, the follicular hormone does not inhibit the 
mechanism of production, but only the mechanism 
of secretion. 


PERCUTANEOUS ADMINISTRATION OF CSTRIN 


The follicular hormone is active not only in sub- 
cutaneous, oral, and rectal administration, but also 
(as I showed in 1929 **) percutaneously—..e., it is absorbed 





? The analysis for yup hormone in the pituitary 
must be carried out on infantile mice; details of the technique 
will be published later. 

§ We have since succeeded in producing seven other tumours 
of the pituitary. 
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Gnaeehs. the skin. If an cestrin-containing ointment is 
rubbed into the shaven skin of the back of castrated mice, 
these mice go into estrus. In male guinea-pigs I was able 
to produce growth of the mammez and milk-secretion 
by rubbing follicular hormone into the skin of the back.'> 
These findings led me to try percutaneous administration 
of the hormone clinically with results I have lately 
described.15 

Having ascertained follicular hormone applied to the 
skin has an activating influence on the sexual organs, 
I proceeded to test whether the inhibitory effect on the 
anterior lobe could be induced in the same manner. In 


TaBLe II 


Average Weight of the Organs of Controls and of Dwarf Rats 
(8 of each). The rats were five months old and had 
recewed 260,000 M.U. See in yer months. 

dant 5 ematieaeend 

re Experi- 








pe . ) Percentage 

Controls. 7 reduction. 
Total weight .. 138g. | 88g. -37 
Kidneys ee 1260 mg 867 mg —31 
Pancreas oe 634 ,, 439 ,, —31 
Heart oe Gar 478 ,, —23 
Liver oe 6627 ,, 5229 ,, —21 
Spleen ° 578 ., 524 ,, —10 
Brain oe 2110 ,, 1838 —13 


Thymus .. 215 ;. 139 °° —12 


male and female rats, weighing 30 g., the hair of the back 
was plucked out from a circular spot, and on this spot 
one or two drops of solution of dimenformon in benzene 
were dropped three times weekly. The controls received 
benzene only. The result could have but one meaning. 
All the animals treated with dimenformon were backward 
in growth; after 11 weeks they weighed on the average 
only 89g. compared with 152g. for the controls—a 
deficiency of over 40 per cent. It is clear that the follicular 
hormone paralyses the anterior lobe of the pituitary in 
percutaneous as well as in subcutaneous administration. 


DWARF CHICKENS 

Having established that continued cstrin treatment 
eliminates the anterior pituitary growth hormone 
in mammals, I tried to find out whether the same 
thing happened in birds. It is known that hormones 
have a different GRMS 
effect on mam- 1300, 
mals and birds ; 
for example, 1200 
prolan induces 1100 
typical reactions 
in the ovary of 1000 
infantile rodents 900 
(HVR_ I-III), 
but not in in- 800 
fantile chickens ; 
so it was pos- 700 
sible that pro- 600 
longed adminis- 500 
tration of fol- 
licular hormone 400 
would have no 3006 Pelee Apa a go SS Tiga 
effect on the 8 0 I2 14 16 18 20 22 
chicken. Our WEEKS OLD 
investigations 4G. 3.—Growth of cocks (weight in 
have shown, gemma) Serie sees sit rt 


however, that of dimenformon. A =control. B =experi- 
the chicken mental animal. 


reacts in the 
same way as the rodent, and that it is'a very good 
object for the study of bone changes. 

The experiments were carried out with white leghorns, 
and they started at the age of 6 weeks (average weight 
300 g.). The chickens were kept under natural and 
physiological conditions. In the chicken, as in the rat, 
the gonadotropic function is the first to be inhibited. 
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The cock’s comb and the wattles do not develop but | 


reraain atrophic, and the development of the spur is 
retarded. The gonadotropic function of the anterior lobe 
is inhibited by much smaller doses of cestrin than are 
required for elimination of the growth hormone. Even 
18 weeks’ administration of 25,000 M.U. of dimenformon 
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FIG, 4.—Left: control cock. Right: cock showing eunuchoid 


dwarf wth induced by 16 weeks’ treatment with a total 
of 1,600,000 M.U. of dimenformon. 


twice weekly (i.e., a total of 900,000 M.U. of dimenformon) 
does not produce any distinct stunting of growth, and 
such backwardness is evident only after injection of 
50,000 M.U. of dimenformon twice weekly. During .the 
fourth or fifth week on this dosage the experimental 
animal is found to be a little smaller and lighter; after 
eight weeks, the control weighs 850 g. on an average, the 
experimental animal 700 g. After sixteen weeks the 
weights are 1225 g. and 890 g. respectively (Figs. 3 and 4). 
The treated chickens move more slowly and are bodily 
weaker than the control animals; furthermore, decrease 
of the yellow pigment at the beak and at the legs as well 
as decrease of the pigment of the auricule can be stated. 
Treated cocks look and behave like hens, and brought 
together with normal cocks they are treated by them 
like hens, 

BONE CHANGES IN 


Pituitary dwarf animals show characteristic changes 
in the bones which may be demonstrated well in 
radiograms || In rats we see a distinct shadow at the 
proximal end of the diaphysis, which closes concavely 
towards the medullary cavity. Thus the med‘llary 
cavity of the bone is shortened. The changes are 
most apparent in the femur and the tibia and are less 
obvious in the humerus and the ulna. The epiphyseal 
junctions are usually open in the experimental 
animals, whereas they are already closed in the 
controls. These results coincide with the findings 
of human pathology, for in human pituitary dwarfs 
the epiphyses remain ununited until old age 
(Erdheim 1*), The bones of my experimental animals 
are still being anatomically examined, and the data 
will be given in detail elsewhere. Among the teeth the 
anterior incisors are delayed in growth, but no changes 
could be demonstrated with X rays. 

More evident still, though different, are the bone 
changes in the dwarf cock. While the difference 
between spongiosa and medullary cavity is very 
distinct in the controls by radiography, the whole 
medullary cavity is obscured in the experimental 
animal, so that no difference can be recognised. This 
process begins after four weeks’ treatment with 
400,000 M.U. dimenformon in all. These changes 
are most conspicuous in the femur and in the tibia 
(Fig. 5), while the humerus shows hardly any 
at all. However, the vertebral column shows the 
same process—i.e., filling up of the medullary cavity 
(Fig. 6). When sawing through the femur or the 
tibia one sees and feels the soft medullary cavity in the 
control animal, whereas the bones of the experimental 


DWARF ANIMALS 





{I am indebted to Dr. A. Druckmann, head of the X ray 
institute of the Rothschild-Hadassah Hospital, for his kind 
assistance. 
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animal are filled with substance. The longitudinal 
section shows still more distinctly that the spongiosa 
is as though filled in with a finely porous, easily 
crumbling tissue (Fig. 7). Only unimportant rem- 
nants of the medullary cavity are to be found in the 
centre of the diaphysis. The histological and chemical 
findings in the chicken-bone will be reported later. 
The differences in size and weight of the bones are 
very considerable. In the dwarf cock the femur 
is shortened by 19 per cent., the tibia by 31. The 
difference in weight in the femur is over 40 per cent. 
and in the tibia 30 per cent. (Table ITI.). 


TABLE III 
Difference of Bones in the Dwarf Cock and in the Control 


Control. Dwarf. 
Bone. _ 
Length Weight Length Weight ~~ aa 
=. g- os. & tion %. tion %. 
Femur .. 8 761 6-5 4°52 18-8 40-6 
Tibia oe 13 9-89 9-0 6-92 30-8 3040 


GROWTH OF DWARF RATS INDUCED WITH GROWTH 
HORMONE 
In the following experiments I wanted to establish 
the reaction of dwarf rats when administration of 


follicular hormone ceases. After seven months’ 
treatment with follicuwar hormene (altogether 


300,000 M.U.) the rat shows 
all the typicai signs of 
experimental dwarfing. If 
at this point administra- 
tion of follicular hormone 
is stopped, no change can 
be noticed in the animal 
during the following weeks. 
After a month the vaginal 


smear showed still per- 
manent cestrus. Although 
the animal did not sub- 





a b 
FIG. 5a.—Radiograms of chicken bones. Left: femur of 


control. Right: femur of dwarf .fter 16 weeks’ treatment 
with 1,600,000 M.U. of dimenformon. Note the obscuring 


of the mc 7 ye’ cavity. 
FIG. 5b.—Left: tibia of control. Right: tibia of dwarf. 
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sequently receive any follicular hesmene for ten 
weeks it neither grew nor gained weight. Apparently 
the anterior pituitary lobe is blocked by the con- 
tinued wstrin treatment in such a way that even after 
the treatment ends it is unable to exert its effect. 
The result, however, is entirely different if, after the 
estrin is stopped, Evans’s growth hormone is injected. 
The dwarf rats received 5 units of Antuitrin G { 
twice daily, and after two weeks the weight had already 
risen from 92 to 108g. After three weeks it rose 
to as much as 130g. and the animal had grown 
2em. These experiments, as it seems to me, are of 
fundamental importance because they prove that the 
inhibition of growth and absence of weight-increase 
caused by cestrin is due to the lack of anterior pituitary 
growth hormone in the body. 


SUMMARY 


1. Prolonged administration of follicular hormone 
interferes with the functions of the anterior pituitary 
lobe. 

2. The process does not affect all the anterior 
pituitary functions equally and simultaneously. 
The gonadotropic function is the most sensitive and 
atrophy of the genitals is the first effect (rat). The 
scrotal sac vanishes completely, the penis becomes 
small, the testes remain infantile, and formation of 
spermatozoa is completely inhibited. Seminal vesicle 
and prostate are atrophic. In females the ovaries 
are so small that they cannot be recognised with the 
naked eye. They contain only small follicles, but 
never corpora lutea. 


Iam indebted to Parke Davis and Co. for supplying 
Antuitrin G. 
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FIG. 6.—Spjnal column of two cocks: control (a) h. dwarf (b). 
Here again the dwarfing was induced by 16 w ———— 
tration of 1,600,000 M.U of dimenformon. The ' changes a 
similar to those in the tibia and femur, but not all the 
vertebre react in the same way. The brackets indicate those 
chiefly affected. 
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Femur Tibia 

FIG, 7,—Longitudinal sections of the bones of the dwarf cock 
(et. Fig. 5). Notice the spongiosa walled in by a finel 
porous easily crumbling tissue. (a) = Femur of the control. 
(B) = Femur of the dwarf after 16 weeks’ treatment with 
1-600,000 M.U.dimenformon. (c) = Tibia of the control. 
(D) = Tibia of the dwarf after 16 weeks’ treatment with 
1,600,000 M.U. dimenformon. 


3. The same reactions can be induced in the bird. 
In the cock the comb fails to continue its develop- 
ment, becoming anemic and atrophic. Nor does 
the spur develop. The testes show atrophy, and 
spermatogenesis is absent. By means of follicular 
hormone it is possible to produce both eunuchoid 
rats and eunuchoid cocks. 

4. Failure of the growth hormone follows failing 
of the gonadotropic hormone. The deficiency may be 
induced both in rats and in cocks, and after several 
months’ treatment with follicular hormone we have 
eunuchoid dwarf rats and eunuchoid dwarf cocks. 

5. In the dwarfs the head is narrower and shorter, 
the circumference of the thorax is diminished, the 
tail considerably shorter, the bones shorter and lighter, 
and the inner organs smaller and lighter. 

6. The pituitary and the adrenals on the other 
hand are enlarged—in male rats only, not in females. 

7. The effects described may be induced by per- 
cutaneous as well as subcutaneous administration 
of follicular hormone. 

8. The inhibition of growth is accompanied by 
characteristic changes of bone structure. Epiphyseal 
junctions, already closed in the control animal, 
remain open in the experimental animal (rat). Still 
more pronounced are the bone changes in the dwarf 
chicken. The entire spongiosa is filled with finely 
porous tissue, leaving only negligible remnants of 
the medullary cavity. In radiograms the whole 
medullary cavity is obscured and the contrast between 
spongiosa and medullary cavity disappears. These 
changes are seen chiefly in the femur, tibia, and 
spinal column, and not at all in the humerus. 

9. If the cstrin treatment is discontinued after 
several months, the animals do not spontaneously 
resume their growth. However, if Evans's pituitary 
growth hormone is administered, they begin to grow 
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and goin weight. This shows that the dwarfing 
is of pituitary origin. 

10. The anterior pituitary lobe of the eunuchoid 
dwarf rat contains the same amount of gonadotropic 
hormone (prolan A) as the anterior lobe of the control 
animal. This shows that follicular hormone does 
not inhibit the production of the gonadotropic 
hormones in the anterior lobe cells, but only prevents 
the hormones from entering the blood stream. The 
follicular hormone may be said to block the anterior 
lobe cell secretion. 

1l. In hypophysectomised animals all hormono- 
tropic functions suddenly fail, whereas prolonged 
estrin treatment leads to their elimination conse- 
cutively. I shall later demonstrate that the elimina- 
tion of anterior lobe function is only partial, not all 
the hormonotropic secretions being impaired. It 
seems, however, that some functions may be stimu- 
lated (e.g., thyrotropic and parathyrotropic). Thus 
our experimental animal has significant differences 
from the hypophysectomised animal. 
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EXPERIMENTAL PRODUCTION OF 
SARCOMA WITH THOROTRAST 


By FREDERICK R. Se.piz, M.D. Aberd. 


(From the Imperial Cancer Research Fund, London, and the 
Bland-Sutton Institute of Pathology, the Middlesex Hospital) 





Tuis preliminary report is presented in order to 
draw attention to the tumour-producing properties 
of thorotrast, a colloidal solution of thorium dioxide 
which is extensively employed in radiology for 
visualisation of the blood-vessels, cerebral ventricles, 
liver, and spleen. Roussy, Oberling, and Guérin * 
were the first to show that thorotrast is carcinogenic. 


They inoculated 50 rats, subcutaneously or intra- 
peritoneally, with 1-0 c.cm. of thorotrast every 3 or 4 
days until each animal had received 5-0 c.cm.; 15 rats 
lived long enough to develop tumours, and in 8 of these 
tumours appeared between 12 and 18 months after the 
commencement of the experiment. Out of 10 that had 
been inoculated in the peritoneal cavity, 4 had large 
invasive intraperitoneal sarcomas almost always accom- 
panied by smaller nodules, which on examination proved 
to be primary sarcomas. Of 5 rats which had been 
inoculated subcutaneously 4 had sarcomas at the site of 
injection. The sarcomas invariably occurred in asso- 
ciation with deposits of thorotrast ; this was particularly 
well seen in the smaller intraperitoneal nodules. Two of 
the subcutaneous sarcomas were successfully transplanted. 


Thorotrast, in the doses employed, was therefore 
shown to be a powerful carcinogenic agent and 





provided a simple means of producing tumours in 
rats on a large scale. 
EXPERIMENTS 


To confirm this result and to test the facility with 
which tumours could be produced by this method, 
an experiment was started in the laboratories of the 
Imperial Cancer Research Fund on June 17th, 1935. 

To 60 rats subcutaneous inoculations of 0-3 c.cm. of 
thorotrast were given in the right flank; 14 days later 
they received a second dose of 0-3 c.cm. at the same 
site. A further 60 mice were also inoculated in the right 
flank at the same times, but with two doses of 0-1 ¢c.cm. 
The injected thorotrast remained localised and formed 
firm yellowish nodules which, on section, were seen to be 
composed mostly of macrophages which had ingested the 
thorotrast in the form of highly refractile, deep yellow 
granules. The presence of a tumour was detected by an 
increase in the size of one of these nodules. 


Up to the present, 144} months after the experi- 
ment was begun, 14 tumours have appeared in 
the rats. 


The first rat tumour appeared at 11 months and subse- 
quent tumours were noted as follows: 4 in the thirteenth 
month, 7 in the fourteenth month, and 2 in the fifteenth 
month, There were 42 rats alive at the end of the twelfth 
month, so that the yield of tumours in 144 months was 
14 out of 43 surviving rats (including the first tumour 
rat), or 33 per cent. 


The tumours, so far as they have been examined 
histologically, are spindle-celled sarcomas. Metastases 
in the axillary lymph glands have been found in one 
rat. Autoplasts have been positive in 5 rats and 
transplantation has been successful with two tumours. 

In the mice, only two tumours have appeared, 
9 months and 144 months after inoculation. This 
low yield of tumours in the mice is probably due to 
differences in tissue susceptibility, for spontaneous 
tumours in the rat are mostly derived from con- 
nective tissue, whereas spontaneous tumours in the 
mouse are mostly derived from epithelial structures. 


DISCUSSION 


Thorotrast is a stabilised colloidal solution of 
thorium dioxide, containing 19 to 20 per cent. thorium 
dioxide by weight. When it is introduced into the 
blood stream it flocculates and is taken up by the 
cells of the reticulo-endothelial system—particularly 
in the liver, spleen, and bone-marrow. There is con- 
siderable evidence that it remains in the reticulo- 
endothelial system for a long time and that it is 
very slowly eliminated. Leipert * has made chemical 
estimations of the amount of thorotrast present in 
the liver, spleen, kidney, and other organs of 3 patients 
who died after intravenous injection with thorotrast, 
and of 3 rabbits. The percentages of thorotrast 
recovered and the periods after injection were : 


In man: 64-3 per cent. at 2 days, 56-9 per cent. at 
4 days, and 97-0 per cent. at 60 days. 

In the rabbit : 48-5 per cent. at 28 days, 98-8 per cent. 
at 67 days, and 70-9 per cent. at 91 days. 


It is reasonable to assume that thorotrast owes its 
carcinogenic properties to the radio-activity of 
thorium dioxide and its disintegration products 
which maintain their activity for years. It has been 
determined that the amount of alpha radiation in 
25 c.cm. of thorotrast is equivalent to that in 0-5 to 
1-0 microgramme of radium and that the amount of 
beta and gamma radiation is too small to be of 
physiological significance. Thorotrast is therefore 
dangerous because of the highly destructive action 
of the alpha particle and its wide distribution in the 
tissues after intravenous injection. 
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Mesothorium and gallicthhasinin, two of the dis- 
integration products of thorium dioxide, are two of 
the main constituents of the luminous paints which, 
by ingestion, produced fatal poisonings and osteo- 
genic sarcomas in dial painters, as reported by 
Martland.*® He attributed the lesions found in 
these patients to radio-active deposits in the bones. 

Early cases, suffering from jaw necrosis and severe 

anemia, died 3-4 years after they left the factory. Later 
cases suffered from chronic crippling lesions, due to 
radiation osteitis, Osteogenic sarcoma appeared later. 
In the 4 cases in which post-mortems were obtained the 
appearance of the tumour was first noted at 8, 8, 9, and 
10 years after the patient had stopped working with 
luminous paint. Other cases were diagnosed as suffering 
from osteogenic sarcoma at 3}, 8, 9, and 9 years after 
they had left their employment, while 1 was diagnosed 
as osteogenic sarcoma when she had been working in the 
factory for only 3} years. 
It may be concluded from Martland’s data that 
tumours resulting from radio-active deposits in 
human tissues would not be expected to appear 
until a period of at least 8 years had elapsed. 

Although the amount of radio-active elements 
stored in the body after an injection of thorotrast 
for diagnostic purposes is much smaller than that 
recovered from Martland’s cases, it is quite possible 
that it is sufficient to cause malignancy. As has 
been shown in the present paper, 0-6 c.cm. of thoro- 
trast in the rat will produce sarcomas as readily as 
5-0 c.cm., the dose employed by Roussy and his 
co-workers. In 3 of the 4 cases of Martland in which 
a post-mortem examination was made, the amount 
of radio-active substance in the whole skeleton was 
estimated at 50, 12, and over 6 microgrammes. 
Although the total amounts were so divergent, 
tumours in these three cases appeared at approxi- 
mately the same time after exposure had ceased. 
It is evident that even smaller deposits of radio- 
active material, such as those resulting from the 
injection of thorotrast in radiology, may produce 
tumours. In a recent annotation in THe LANceEeT 
(Sept. 5th, 1936, p. 584) attention was drawn to two 
cases described by Flemming and Chase * where 
proliferative changes took place after the injection of 
thorotrast. In one there was a diffuse hyaline 
fibrosis where thorotrast had escaped locally during 
intravenous injection 5 months previously. In the 
other there were, in the liver, areas of proliferative 
fibroblastic reaction in the portal spaces 5 months 
after intravenous inoculation of thorotrast. 

Because of the ultimate danger of malignancy, 
radio-active substances such as thorotrast should 
never be introduced into the human body, all the 
more so since there are other non-toxic radio-opaque 
substances. That malignant changes in man subse- 
quent to the injection of thorotrast have not yet 
been recorded cannot be adduced as_ evidence 
against this, for visualisation of the liver and spleen 
by this method was introduced by Radt’ only 
7 years ago and malignancy would not be expected 
to appear until at least 8 years after injection. 

SUMMARY 

The observation of Roussy, Oberling, and Guérin, 
that thorotrast is carcinogenic, has been confirmed. 

A much smaller dose than that used by the French 
workers can produce tumours in rats. 

Thorotrast should never be introduced into the 
human body, because of the danger of inducing 
tumour formation. 
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TREATMENT OF ASTHMATIC ATTACKS 
BY INHALATION OF ADRENALINE* 


By Niets A. NIELSEN 
(From the Medical Clinic B, University of Copenhagen) 





In 1912 Ephraim? saw during bronchoscopy that 
subcutaneous injection of adrenaline caused anemia 
of the mucous membrane of the bronchi, and he 
drew the conclusion that the beneficial effect of 
adrenaline injections in asthmatic attacks was due 
to this anemia. At the same time he showed that 
endobronchial application also caused anemia of 
the mucous membrane, and he therefore advised 
intratracheal administration of a nebulised solution 
of adrenaline as a treatment of asthmatic attacks. 
In the following years a number of writers advised 
both this method and adrenaline inhalation in the 
treatment of asthmatic attacks. Intratracheal 
administration was soon discontinued on account 
of its inconvenience to the patient. Statements are 
comparatively vague about the therapeutic effect 
of treatment by inhalation; and although it is 
mentioned in recent text-books it appears only to 
have been used to a very slight extent, which may 
be taken as a proof that the results have not been as 
good as was first hoped for. This may presumably 
be due to the drug not having reached the pulmonary 


_tissue in a large enough quantity, reckoned per unit 


of time, and the fact that prolonged administration 
has not been of effect may be due to too quick a 
destruction of the adrenaline, the necessary concentra- 
tion not being reached. The idea of using an 
adrenaline solution of stronger concentration presented 
itself, and in practice we have found this procedure 
to be very successful. 
TECHNIQUE 


The adrenaline solution used was of the following 
composition :— 


ren | ee ee os ve 1 gramme 
Chlorbuto os - 0-09 g. 
Hydroc ia ic acid (2N) ; gl 2-8 c.cm. 
Sodium bisulphite oe a 0-01 g. 
Sterile distilled water, to 10 c.cm 


Nebulisation was carried out either through the 
side tube of the Triplex spray, or through the 
asthminhal spray ; both have been found in previous 
experiments ? to render a sufficiently fine nebulisation 
with particles of a similar order of size. 


Inhalation takes place through the mouth. It is very 
important that the nebulised solution should be properly 
inspired by the patient. If the inhalation takes place 


* The suggestion was original due to the chemist, Mr. J. K. 
S aldbaek who made it to Prof. E. Warburg yi ‘which the 

‘ect of strong adrenaline solutions Le examined detail in 
the department. The veterinary eon, Mr. L. tS. Herlév- 
Miller, had attracted Mr Gjaldback’s at attention to the fact that 
in a case of asthma which he had had the opportunity of 
observing inhalation of the preparation Asthminha d had an 
excellent therapeutic effect. r. Gjaldbaek made the solution 
we have used, which, according to the Austrian a register, 
contains the same amount of adrenaline as asthminhal 

1 Ep ,A.: Deut. med, Woch., 1912, xxxviii., 1453. 
* Larsen, K. H., and Nielsen, Niels , % 
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during the last phase of inspiration or if the tongue lies 
against the palate, so that inspiration takes place chiefly 
through the nose, the patient during the next expiration 
blows out a cloud of the nebulised solution. The patient 
is told to press the ball of the spray once at the beginning 
of every inspiration and to breathe deeply with the mouth 
wide open. 

The dose may be expressed in milligrammes, each. 
compression of the ball of the triplex spray (side tube) 
nebulising an amount of the solution corresponding to 
1/12 mg. of adrenaline, each compression of the asthminhal 
spray corresponding to 1/18mg. The dose has varied 
between 1/6 and 1 mg., most often being 4-} mg. 


RESULTS 


The treatment has been tried on 40 patients with 
asthmatic attacks, 30 of which were in hospital, 
while 10 were treated in the consulting room. The 
patients were 17 women, 18 men, and 5 children. 
Their ages varied between 10 and 70. All had typical 
attacks. In 3 cases only one attack was treated, 
since these patients only had this single attack during 
their stay in hospital; the remaining cases were 
treated repeatedly, one even more than 250 times. 
In all, more than 400 attacks have been treated. 

In all cases the treatment was very successful. 
The effect appears practically immediately. In 
slight attacks the respiration is already eased after a 
few inhalations of the nebulised solution, and half 
a minute after the end of the inhalation the respira- 
tion is no longer sibilant, and the rhonchi have dis- 
appeared—the attack is over. If the attack is more 
severe it may take a few minutes before the effect 
reaches its maximum—there is often some coughing 
and expectoration, and some sibilation and dyspnea 
may be left. But in all cases there was considerable 
improvement, and the patients themselves stated they 
felt greatly benefited. Even in a case of status 
asthmaticus, in which subcutaneous injection of 
lmg. of adrenaline had been without effect, the 
condition improved considerably upon inhalation. 

Only twice has the treatment been without effect. 
In one it was the first time the patient had tried the 
treatment, but later on it had an excellent effect. 
In the other, the patient had previously used the 
treatment with very good results. It therefore seems 
likely that there was no effect because either the 
solution in the spray was too old, or the technique 
of inhalation was faulty, the solution not reaching 
the pulmonary tissue in sufficient concentration. 

It is difficult to determine the duration of the 
effect obtained. In some few cases, when the patients 
were in status asthmaticus, the effect seems to have 
lasted a fairly short time, though seldom less than 
an hour; in one case, however, it was only ten 


minutes. 
No change in sensitivity towards adrenaline was 
observed. Several patients have used the same 


dose for months with equal effect. One patient 
used the treatment 250 times without there being 
any signs of decrease in the efficiency. 

We have not observed any disadvantages from this 


treatment. The patients have not complained of 
palpitations or other subjective symptoms of 
adrenalism. One patient inhaled 1 mg. adrenaline 


12 times at intervals of an hour without any incon- 
venience. Two others received about 0-5 mg. adrena- 
line 4 times at intervals of 5 minutes, also without 
any inconvenience. It is only if the dose is exceeded 
considerably that palpitations or tremor may be 
seen. 

DISCUSSION 


The experiments show that the therapy has an 
excellent and almost immediate effect, that the 
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treatment may be repeated at will, even at short 
intervals, and that neither changes in sensibility 
towards the drug, nor any inconvenience have been 
observed. 

The dose of adrenaline administered is smaller 
than the dose which in previous experiments was 
found to give an absorptive effect.2 It is therefore 
justifiable to presume that the effect obtained is 
due to a local action. 

SUMMARY 


In 49 asthmatic patients more than 400 attacks of 
asthma have been treated with inhalation of 10 per 
cent. solution of adrenaline, nebulised in the triplex 
or asthminhal spray. In every case there was 
quick and excellent effect from the treatment. Changes 
in sensibility to the treatment has not been observed, 
and the treatment has not caused inconveniences of 
any kind. The favourable result is considered to be 
due to a local effect of adrenaline 





ACHOLURIC JAUNDICE IN THE ADULT 


By MIcHAEL Kremer, M.D., B.Se., M.R.C.P. Lond. 
PHYSICIAN TO OUT-PATIENTS, HAMPSTEAD GENERAL HOSPITAL ; LATE 
MEDICAL REGISTRAR TO THE MIDDLESEX HOSPITAL; AND 
Wittiam H. Mason, M.R.C.S. Eng. 


ASSISTANT PATHOLOGIST TO THE BLAND-SUTTON INSTITUTE, 
MIDDLESEX HOSPITAL 


Tur so-called acquired cr adult form of acholuric 
jaundice was originally separated from the congenital 
type of Chauffard! and Minkowski? by Hayem and 
Widal. It is however maintained by most modern 
authorities * * that the two forms are essentially the 
same, that they differ only in the age-period at which 
the clinical manifestations become apparent, and that 
the fundamental defect is congenital. Nevertheless, 
the two types present certain clinica] features which 
serve to distinguish one from the other, and very 
often the hematological picture is strikingly different. 

We propose, in the short study of the following 
three cases, to point out the important hematological 
facts concerning the adult disease, to discuss how 
the blood picture differs from that found in the con- 
genital type, to emphasise that the adult disease 
bears a close superficial resemblance to pernicious 
anzmia, and to discuss the major diagnostic differences. 

TECHNIQUE 

The hematological methods employed were : 

Fragility. These determinations were made on venous 
blood by the quantitative method of Whitby and Hynes,® 
which possesses the advantage of showing those minor 
degrees of hyperfragility that are not apparent by macro- 
scopic methods. 

Red cell diameter—The modified Price-Jones method 
describe by Hynes and Martin* was used because the 
area method gives a more accurate figure for the calcu- 
lation of cell thickness. 

Corpuscular volumes were measured by Wintrobe’s ? 
hrmatocrit method. 

Red cell thickness was estimated from Von Boros’ 
formula. Comparatively rough estimations can be made 
by measuring a column of cells in rouleaux in a wet pre- 
paration with the micrometer eye-piece, afterwards 
dividing the length by the number of cells.'° This method, 
however, gives a mean measurement only of the thickest 
parts of the cells (Fig. 1). The alternative method of 
measurement is to use the formula for calculating the 
thickness of a cylinder 

- vol ) 
rr’ 


(Thickness = vol. 
used by Von Boros® in constructing his chart. 
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area 


This, 








850 THE LaNonr] 


- KREMER & MASON: ACHOLURIC JAUNDICE IN THE ADULT 





[ocr. 10, 1996 





when cauited to a biconcave disc such as a red cell, 
measures the average thickness of a mean cell. 


The cases we are describing serve to emphasise 
that a colour-index determination by itself is mis- 
leading unless combined with volumetric measure- 





FIG. 1.—Left : method of measuring the thickness by rouleaux 
formation, chewing bow only the thickest part of the 


tance A 
cell is measured. Wumber of colis = thickness. Right : 


method of measuring the age thickness of the mean cell by 
applying the formula oe = thickness. The black areas 
inside the rectangle equals the stippled area outside. (C D = 
diameter. E F = average thickness.) 


ments, because a high colour-index only occurs 
with an enlarged volume of the cell and this increase 
is frequently interpreted as indicating simple macro- 
cytosis—i.e., an enlargement in diameter alone ; 
thus attention is focused on this feature only. The 
colour-index cannot give any indication of the plane 
in which the cell size is increased. Generally speaking 
an increase in diameter is associated with a roughly 
proportional increase in volume, and similarly a 
decreased diameter with a decreased volume. If 
on measurement of the red cells it is found that the 
mean corpuscular volume is larger than can be 
accounted for by the cell diameter then it is obvious 
that the thickness is increased. It is this increase 
in thickness that it is so important to recognise in 
the diagnosis of an obscure hemolytic anemia, and 
though not so pronounced in the adult, type of 
acholuric jaundice as in the congenital, it is definitely 
present. 


CASE RECORDS 


Case 1.—A married woman, aged 46, gave a six months’ 
history of increasing lassitude and breathlessness. A 
diagnosis of pernicious anemia had been made after a 
routine blood count, and she had been treated with 
liver extract given by mouth and by intramuscular 
injection. In spite of treatment her condition had. slowly 
deteriorated and she had gradually developed an increas- 
ing lemon yellow tint. Shortly before admission she 
became dyspneic and so weak that she had to stay in 
bed all the time. She began to run a swi tempera- 
ture and was admitted on Jan. Ist, 1935, under the care 
of Dr. G. E. 8. Ward. There waa no history of any pre- 
vious attack or of any similar attack in any blood relation. 

On examination she was a well-covered woman of deep 
lemon yellow tint. There was nothing of note in any 
system except a firm spleen palpable four fingers-breadth 
below the left subcostal margin. The urine was normal 
apart from a small quantity of urobilin. Blood: investi- 
gations are reported in the Table. The van den Bergh 
was indirectly positive, and there were five units present. 
Wassermann reaction was negative. Free hydrochloric 
acid was present in the fractional test-meal, and radio- 
grams of the bones and stomach were normal. 

Treatment and progress.—There was no response to 
very large doses of Hepastab and iron. A transfusion of 
500 ¢c.cm. of citrated blood resulted in a severe rigor and 
marked hemolysis, the jaundice increasing. Diagnosis 
having been established on the criteria mentioned "iaow, 
@ continuous drip transfusion was given (6320 c.cm. 
citrated blood), + a which the only reaction was a ve_y 
slight attack of bronchial spasm. 

Splenectomy was ormed by Mr. E. Pearce Gould 
three days later. Blood destruction ceased at once but 
there was no increase in the hemoglobin and red cells. 
This was attributed to some superficial sepsis of the wound 





and thrombosis of a vein in the leg. The patient made 
an_uninterrupted recovery (Fig. 2). 

P. report.—The spleen, which weighed 730 g., 
was congested and showed two small anemic infarcts. 
On microscopic examination there was some fibrosis of 
the splenic reticulum ; the sinuses were packed with red 
blood corpuscles and free iron was present. There was 
no evidence of ‘increased phagocytosis of red cells. 


Case 2.—A married woman, aged 46, complained of 
shortness of breath, palpitations, and increasing lassitude 
at the end of 1934. She was treated with liver but no 
improvement was noted. At the end of March, 1935, 
she noticed that her conjunctive had turned yellow and 
gradually her skin too became pigmented. She was 
diagnosed as a case of pernicious an#wmia and treated 
more energetically with liver but she went steadily down- 
hill. A transfusion on May 26th failed to arrest the down- 
ward progress and she was admitted to the Middlesex 
Hospital on June 11th, 1935, under the care of Dr. R. A. 
Young. On careful inquiry there was no history of any 
previous attack even remotely resembling jaundice, nor 
was there anything of note in the family history. Her 
only relative (son) was examined and found normal. 

Ezamination.—Patient was a well-covered woman with 
lemon yellow jaundice of the skin and conjunctive. The 
teeth were heavily infected and the mucous membranes 
were pale. There was no abnormality in any system 
except that the tip of the spleen could just be felt. The 
Wassermann reaction was negative and the urine was 
normal apart from a trace of urobilin. Both the direct 
and indirect van den Bergh tests were positive. 

Treatment and progress.—Further hematological inves- 
tigations having established the correct diagnosis, the 
.patient received two transfusions each of 600 c.cm. of 
citrated blood; each of these was accompanied by a 
severe rigor. In these transfusions every possible pre- 
caution had been taken in view of the reactions which 
have been recorded in this type of case.* On July 3rd a 
continuous drip transfusion was begun as a pre-operative 
measure and 2950 c.cm. of citrated blood given in 26 hours. 
Two moderate rigors occurred in the first six hours of the 
transfusion. The hemoglobin level at the end was 88 per 
cent. 

Immediately after the transfusion was completed on 

















July 4th, splenectomy was performed by Mr. Gordon 
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FIG. 2.—Fragility curve from Case 1. 
Taylor. Convalescence was complicated by the develop- 


ment of a subphrenic abscess, but after drainage com- 
plete recovery took place. Improvement in the anemia 
was very slow while any sepsis was present. 

This patient has at the time of writing a red cell count 
of 6,000,000. 

Pathological report.—The spleen weighed 745 g. and 
was deeply congested. The Malpighian bodies were not 
prominent. Microscopically the spleen showed slight 
fibrous thickening of the capsule. There was slightly 
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excessive fibrosis of the pulp and some diminution of the 
Malpighian follicles. The pulp showed excessive destruc- 
tion and phagocytosis of the red corpuscles. There was 
also present in the pulp numerous immature red cells, 
a few small aggregates of hemocytoblasts with erythro- 
blasts and myelocytes—especially eosinophils, and also 
a few megakaryocytes. 


Casz 3.—A married woman, aged 56, gave two years’ 
history of general weakness and pain in the epigastrium. 
She had « sudden attack of faintness in August, 1935, 
and was left so weak that she had to stay in bed. It was 
suggested that this was due to bleeding from a gastric 
or duodenal ulcer. Patient gave a doubtful history of 
an attack of jaundice two years ago. Apart from this 
nothing else had ever been noted. This patient was 
admitted on August 23rd, 1935, under the care of Dr. 
C. E. Lakin. 

Examination.—No positive findings were noted in any 
system. The skin was of an earthy tint and the spleen 
was not palpable. X ray revealed a deformed duodenal 
cap but no ulcer crater was seen. Occult blood in the 
feces was negative. The indirect van den Bergh was 
positive. 

Treatment and progress—The patient was given an 
ulcer diet with alkaline powders and large doses of iron. 
She made a gradual improvement and was discharged 
well. This patient improved so rapidly on iron that it 
was considered unnecessary to submit her to operation. 
It will be of interest to note if and when this patient has 
a further crisis. 


Hematological Findings of the Three Patients on 
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M.C.H. = Mean corpuscular hemoglobin. 

M.C.H. conc. = Ditto Ditto concentration. 

M.C.V. = Ditto volume. 

M.C.D. = Ditto eter. 

M.C.T. = Ditto thickness. 


* Price-Jones, Vaughan, and Goddard give figure of 2-1 for 
average thickness.** © e - 


Further blood counts during convalescence and up 
to this month have showed steady and permanent 
improvement. A few weeks after splenectomy the 
fragility in Cases 1 and 2 was less than normal 
whilst macrocytosis disappeared, the red cells becoming 
normocytic. Fragility in Case 3 up to six months 
ago remained increased but she was not operated on. 


COMMENTS 


Among the important clinical findings in the adult 
type of acholuric jaundice, as noted by Whitby and 
Britton,* is the extreme severity of the anezmia as 
compared with that in the congenital forms. In the 
latter, even in severe crises, it is uncommon to find a 
hemoglobin of 20-30 per cent. or a red cell count 
of 2,000,000. Again, the crises in the former group 
are far more serious and last a longer time ; repeated 
crises are not so common and this may be due to the 
fatal outcome of a first or second crisis. Though 
none of our cases succumbed, death is said to be 
much more common in this group. We, like other 
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authors," 12 have found that no history of attacks 
in childhood could be obtained even after the most 
careful and repeated questioning. We have also 
investigated all the available relatives, but have not 
been able to find evidence of an altered blood picture. 

Of particular interest and of considerable importance 
in making the diagnosis is the reaction of the patients 
to treatment with hemopoietic substances. Because 
the superficial blood picture without volume estima- 
tions suggested pernicious anemia, prolonged and 
extremely intensive treatment of these cases was 
carried out with fresh liver, with liver extract by 
mouth and by intramuscular injection, and with 
stomach preparations. The result was a deterioration 
in the patients’ condition. Fractional gastric analysis 
after admission showed small amounts of free hydro- 
chloric acid and this should cast a considerable doubt 
on a diagnosis of pernicious anemia. 

That these patients are unsuitable for transfusion 
has been repeatedly stressed (Dawson * and Witts **) 
and so this life-saving measure is often withheld 
from these cases. We found in Cases 1 and 2 that 
very severe reactions followed transfusion of rela- 
tively small amounts of citrated blood (500-600 ¢.cm.). 
These reactions, which took the form of severe 
rigors, gave many anxious moments and occurred in 
spite of the most careful grouping of donors. Care 
was taken to give the blood as slowly as the usual 
method permitted and to keep it warm during the 
whole time of transfusion. In Case 1 a sudden 
increase in hemolysis was noted, but not in Case 2. 
Using the drip transfusion technique '*** we were 
able to give as much blood as we desired with two 
moderate rigors in Case 2 and an attack of bronchial 
spasm only in Case 1. We attribute the good results 
in the two cases that came to operation to the use 
of this method of transfusion. It enables blood to be 
run in very much more slowly; it avoids severe 
reactions and at the same time brings the hxemo- 
globin much nearer normal, thus lessening operative 
risk. It is not necessary to raise the hemoglobin to 
100 per cent., since this entails the risk of edema of 
the lungs. A figure of from 70-80 per cent. is 
probably sufficient. 

The treatment of these cases is generally regarded 
as unsatisfactory. Splenectomy, which is so effective 
in the congenital cases, is thought to be dangerous 
and unsuccessful in its end-result in the adult type. 
It is impossible to argue from our two cases, but 
we feel that with the use of the drip transfusion as 
a pre-operative measure the operative risk is con- 
siderably diminished because the patient is left in 
a much better state to face the post-operative period. 
This is of particular importance if there is any inter- 
current sepsis. In common with most other anzemias 
these cases fail to respond while even slight sepsis is 
present. In both our cases splenectomy was followed 
by cessation of blood destruction but no improvement 
was noted until what sepsis there was had been cleared 
up. It is therefore easy to visualise that in a patient 
insufficiently prepared for operation small degrees 
of sepsis may result in a fatal outcome. 

Cases 1 and 2 serve best to emphasise the points 
we wish to make on the hematological side. The 
features of both counts are: 

1. A strikingly high mean corpuscular volume. 

2. The definite increase in the colour-index and in the 
mean cell diameter. 

3. The increase in mean corpuscular thickness. 

4. The relatively low mean corpuscular hemoglobin 
concentration indicating that the cells are not fully 
heemoglobinised. 

5. The high constant reticulocytosis without treatment. 
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&. The minor degree of hyperfragility and the decreased 
fragility after operation. 


The second finding on superficial examination often 
leads to a mistaken diagnosis of pernicious anzmia ; 
the first finding may do so too unless the third is 
also considered. The increase in thickness although 
slight is, however, more pronounced than in per- 
nicious anemia, and this with the fourth, fifth, 
and sixth findings should make the hematological 
diagnosis from pernicious anemia clear. 

The constant reticulocytosis is of particular import- 
ance as it is usually the first feature to put one on 
one’s guard against making a diagnosis of pernicious 
anemia. With regard to the difference in the hema- 
tological findings of the adult and congenital types, 
there are three important facts : 

1. In the adult type, an increase in fragility to salines 
may be absent or so slight as to be only detectable by 
accurate quantitative methods. The absence of hyper- 
fragility in about 10 per cent. of the congenital type has 
been pointed out by Dawson and Gannslen,'* but it seems 
however to occur more often in the adult type, especially 
if the cells are macrocytic. 

2. The apparent microcytosis so characteristic of the 
congenital type is very commonly absent. The red cells 
in a large proportion of cases are macrocytic. 

3. As a consequence of this macrocytosis the mean 
corpuscular thickness is not increased to the extent that 
it is in the congenital type (Haden 3°02 u'*). 

Haden has shown that “ spherocytosis ” is a funda- 
mental feature of the congenital type of acholuric 
jaundice. Whether the thick cell is due to a congenital 
defect in the erythron, to an alteration in salt content 
or other substances which alter the osmotic pressure 
within the red cell thus attracting water and balloon- 
ing the cell, or whether it is due to a nutritional 
defect has yet to be determined. Haden?’ has 
further suggested that the hyperfragility in saline 
solutions probably depends on this globular shape. 
Investigations on animal cells (goat and cat) have 
shown that the degree of fragility is directly pro- 
portional to the thickness. The absence or very 
slight fragility found in the adult type as contrasted 
with the hyperfragility of the congenital type is 
undoubtedly due to the comparatively slight increase 
in thickness of the red cells. 

While this increased fragility to saline in vitro 
may depend to a large extent on the shape of the 
cells, there is probably another factor present in 
patients with acholuric jaundice which induces 
increased hemolysis. This must be the preponderat- 
ing factor in the adult type because the fragility is 
relatively normal. 

Dawson * and Witts** previously have noted that 
there was clinical evidence of active hemolysis of 
transfused cells. We found in Case 1 that after a 
large quantity of blood (6320 c.cm.) had been trans- 
fused there was a considerable discrepancy between 
the calculated theoretical and actual hemoglobin 
level at the end of the drip transfusion—a difference 
of 25 per cent.—-accompanied by an increase in the 
bilirubin content of the blood. That this was not 
due to alteration in total blood volume is shown by 
the difference not occurring in large numbers of 
transfusions in patients with other diseases. It has 
also been confirmed by direct estimations of blood 
volumes.!® In this case there was also a continuation 
of blood destruction (from 90-62 per cent. hemoglobin) 
in the three days before splenectomy, but this ceased 
immediately after operation. 

OTHER CASES RECORDED 

In a brief search we have found similar cases 

recorded usually under the heading of “ macrocytic 
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hemolytic anemia.” Most of these have been 
reviewed by Lovibond,"* who records another example 
which very closely resembles our first two patients, 
apart from the age of onset, which was in early adult 
life. The fragility was normal except on one occa- 
sion, but these determinations were not done by the 
quantitative method and so slight hyperfragility 
cannot be excluded. The failure of response of 
Lovibond’s patient to splenectomy may be accounted 
for by the low pre-operative blood level. A strepto- 
coccal infection of the wound was a serious complica- 
tion and probably contributed to the fatal issue. 

The cases reported by Davidson " (7, 8, 9) appear 
to us to belong to the same group as Cases 1 and 2. 


SUMMARY AND CONCLUSIONS 


1, Three cases of adult acholuric jaundice of a 
macrocytic type are reported. 

2. In the clinical and hematological discussion on 
these cases we have emphasised the importance of 
complete hematological investigations, including 
volume estimations in any anemia of obscure origin 
and have shortly described the methods. 

3. With the:more complete blood picture given 
by these investigations the diagnosis from pernicious 
anemia, to which acholuric jaundice bears a strong 
superficial resemblance, may the more easily be 
made. 

4. The adult type of acholuric jaundice differs 
from the congenital type in that the fragility is less 
increased or absent, and the cells are often macro- 
cytic and only slightly increased in thickness. 

5. The treatment of acholuric jaundice in the 
middle aged by splenectomy, often described as 
unsatisfactory, is more effective if adequate pre- 
operative preparation of the patient is carried out 
by transfusing with sufficient amounts of blood. 


We should like to thank Dr. Young, Dr. Lakin 
and Dr. Ward for permission to record these 
cases. We have used records obtained in the Bland- 
Sutton Institute of Pathology and the Courtauld Institute 
of Biochemistry, and have included these with the kind 
permission of Prof. J. McIntosh and Prof. E. C. Dodds. 
We greatly appreciate the many helpful suggestions and - 
criticisms we have received from Dr. L. E. H. Whitby. 
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NEw GLascow HospPiTaL.—A new Scottish homao- 
pathic hospital is to be erected in Glasgow at a cost of 
nearly £250,000. It will contain 100 beds, and the 
design allows for the accommodation to be doubled with 
no disturbance to the original building. 
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EXCISION OF A 
LARGE DUODENAL DIVERTICULUM 
IN THE HEAD OF THE PANCREAS 


By W. E. TANNER, M.S. Lond., F.R.C.S. Eng. 


SURGEON TO THE PRINCE OF WALES HOSPITAL, TOTTENHAM 


AN unmarried woman, aged 65, was referred to 
me by Dr. J. J. Coulthard on March 16th of this 
year. She stated that she was in perfect health 
until November, 1935, when she began to have 
attacks of severe pain in the right hypochondrium 
passing through to the back. 

The pain was like a very bad stitch and lasted from a 
short time to over an hour. It was worse when lying 
on the right side and often came on at 1 or 2 o’clock in the 
morning. Though having no time-relation to food, it 
was relieved by the diet of two-hourly feeds of Benger’s 
food and milk which she took for two weeks before being 
radiographed, and it was definitely made worse by solid 
food. There was no nausea, no sickness, no flatulence 
and the bowels were regular. The patient looked ill, 
was losing weight, and was tender in the right hypo- 
ehondrium. 
There were no 
other physical 
signs; rectal 
examination 
was negative 
and the urine 
was normal. 

The patient 
had been 
radiographed 
by Dr. W. C. 
Long of Tun- 
bridge Wells 
who reported 
the presence 
of a large 
diverticulum 
of the second 
part of the 
duodenum 
(see Figure). 





Radiogram (prone : lateral) showing the diver- Because the 
ticulum (Div.). St. = stomach. A=Antrum. gijiyerticulum 
P = pylorus. D:and Dn = first and second é 4 } 
parts of duodenum. was in the 


head of the 
pancreas, it would not be covered completely with 
peritoneum and I was afraid that excision might be 
followed by a duodenal or pancreatic leak. However, 
the patient was losing so much ground that Dr. Coulthard 
urged that the operation should be done. 

Operation.—On March 23rd, 1936, I performed a right 
paramedian laparotomy under avertin and gas-and- 
oxygen, given by Dr. Douglas Belfrage. The diverticulum 
could be seen and felt in the head of the pancreas in the 
position shown in Fig. 24 of Spriggs and Marxer’s account ' 
of diverticula. It differed from the one there illustrated 
in that it was larger, was lying in the head of the pancreas, 
covered by pancreatic tissue. The peritoneum was not 
thickened and there was no stellate scarring producing the 
whitish thickened areas shown in Fig. 24. After all the 
other abdominal organs had been examined and found 
healthy, the peritoneum and thin layer of pancreas over 
the diverticulum was incised. The diverticulum 
immediately presented itself as a tense rounded swelling 
and was easily dissected out with very little hemorrhage. 
It was not more than 1/8th to 1/16th of an inch in thickness 
and measured 34 by 3in. The mucous lining was not 
inflamed and not ulcerated. The diverticulum was larger 
than Dr. Long expected from his radiological examination. 
I think this was because the diverticulum was under 
such a degree of tension in the head of the pancreas that 


i, SBrises, E. I.,and Marxer, 0. A.: Quart. Jour. Med., 1925, 








__CLINICAL AND LABORATORY NOTES 


when this tension was relieved it became more distended. 
This explanation is supported by the way in which it 
bulged through the incision in the pancreas. The opening 
into the duodenum measured 1 by 1} in. and was situated 
just in front of the ampulla of Vater. The common bile- 
duct, the pancreatic duct, and the main vessels were 
separated from the diverticulum by a thin layer of pan- 
creatic tissue which was not disturbed during the operation. 
The diverticulum was excised and found to contain only 
a small quantity of yellow fluid, so that the tension must 
have been due to gaseous and not fluid pressure. The 
gaping hole in the duodenum was sutured longitudinally 
with two layers of No. 00 chromic catgut. As was fore- 
seen before operation, the edges of the duodenum had 
no peritoneal covering. The thin layer of pancreatic 
tissue and peritoneum incised to expose the diverticulum 
was sutured and covered with an omental graft. The 
wound was closed in layers with a rubber drainage-tube 
down to the omental graft and another under the skin. 

Progress.—The general condition of the patient after 
the operation was good but on the fourth day there was a 
heavy infection of the urine with coliform bacilli and 
yellow fluid escaped through the tube. There was no 
escape of biliary fluid from the wound and no glycosuria. 
The wound was dressed with allantoin and white vaseline 
to check the slight pancreatic digestion of the skin around 
the drainage-tube. The track formed by the drainage- 
tube healed in two weeks. The patient made a good 
recovery, and is now free from symptoms, putting on 
weight on an ordinary diet ; the urine is normal. 


As I could not find any record of an excision of a 
diverticulum from the head of the pancreas, I wrote 
to Sir Edmund Spriggs who says that he knows 
of one that was excised with complete success three 
or four years ago. This operation is, however, 
uncommon as most duodenal diverticula do not 
cause symptoms, though a few do. On the other 
hand, Dr. Long thinks that they usually do give rise 
to symptoms and says he has examined radio- 
graphically four examples of this condition. In 
one patient he found two duodenal diverticula in the 
pancreas of a patient sent up for radiographic 
examination for some other condition, and he thought 
her symptoms were definitely referable the 
diverticula. 

I record this case not merely as an example of the 
successful excision of a diverticulum in the pancreas, 
for luckily such operations are needed but rarely, 
but also to point out the risk of a duodenal or 
pancreatic leak after operation. The slight pan- 
creatic leak gave cause for anxiety in this instance. 
It was lucky that there was no duodenal leak, for this 
would have been a more serious complication. 

The diverticulum was congenital in origin and 
yet it did not give rise to symptoms until the patient 
was 65. It must have increased in size gradually 
from presssure until it was large enough when 
distended to produce pain directly by tension and 
by the consequent pressure on the pancreatic and 
biliary ducts. 


to 





SEROUS CYST OF THE BREAST 
ITS CURE BY INJECTION 


By F. C. Pysus, M.S. Durh., F.R.C.S. Eng. 
SURGEON, ROYAL VICTORIA INFIRMARY, NEWCASTLE-UPON-TYNE 


Ir has been the custom to excise, with some 
surrounding tissue, the single serous cyst of the breast. 
Three cases are recorded to show that they can be 
cured readily and painlessly by injection. 

Case 1.—Miss A, aged 43, had a single cyst removed 
In 1930 she was seen again 


from the left breast in 1925. 
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with gall-stones and a cyst was excised from the right 
breast. In September, 1934, she was again seen with a 
further cyst in the left breast, the right having remained 
normal. She was not anxious for further operation 
and agreed to make a trial of injection. She was admitted 
to hospital as a precaution and 25c.cm. of serous fluid 
was aspirated from a cyst in the lower part of the left 
breast ; 2c.cm. of quinine and urethane was then injected. 
There was no pain at the time and next day there was 
no reaction. Three months later there was no sign of 
the cyst or any thickening. In September, 1936, two 
years after,no sign of any cyst or thickening can be 
found. 


Case 2.—Mrs. B, aged 38, was seen in December, 1934- 
Three years before she had had a pain in the left breast 
and occasional aching, worse at the menstrual periods. 
The breasts were normal in size, but there was a visible 
lump in the upper half of the left. Fluctuation denoted 
its cystic nature. The success apparent in Case 1 three 
months after injection encouraged a further trial of the 
method. The absence of any pain and reaction in the 
previous case suggested that admission to hospital was 
unnecessary. In December, 1935, 3 oz. of slightly turbid 
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fluid was aspirated from the cyst and 3c.cm. of quinine 
and urethane was injected. Three weeks later the 
patient stated that she had had no pain or discomfort and 
there was no sign of the cyst or any residual thickening. 
In September, 1936, a year and nine months after injection, 
@ critical scrutiny of the breast fails to discover any sign 
of present or past lesion. 


Case 3.—Mrs. C, aged 49, in December, 1935, felt some 
stiffness about the left breast and noticed a lump about the 
size of a hen’s egg. Examination showed normal breasts 
except for a cyst on the inner aspect of the left. In March, 
1936, 30 c.cm. of slightly turbid fluid was aspirated from 
the cyst and 3 c.cm. of quinine and urethane injected. 
The following day there was a slight reaction locally, 
but no pain. In September, 1936, six months after 
treatment, the breasts are normal and it is impossible 
to detect where the cyst has been. 


It has always seemed to me unduly radical to 
excise these smooth-walled cysts, and the three 
cases recorded here show that a less radical treat- 
ment, involving no risk, pain, or invalidity, suffices 
to cure them. 
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At a meeting of this society on Oct. 2nd Dr. J. W. 8. 
Blacklock and Dr. Stanley Graham opened a dis- 
cussion on 

Acute Diarrhea in Infancy 


Dr. BLACKLOCK in summarising the results of an 
investigation made with Dr. K. J. Guthrie, said that 
the two main causes of acute diarrhea in infants 
were gastro-enteritis and dysenteric ileo-colitis. Of 
the former the primary type was more severe than 
that which was secondary to some focal or diffuse 
inflammatory condition. No specific stiological 
factor was discovered in primary gastro-enteritis, 
though he regarded as significant the high incidence 
of coliform organisms found in this disease in the 
upper coils of small bowel, which are normally sterile. 
Improper feeding, leading to imperfect or absent 
gastric secretion, with resulting loss of the normal 
acidity, was thought to favour the occurrence of 
coliform bacilli in the small bowel, and their presence 
in this situation was possibly the cause of the pro- 
found toxemia often associated with gastro-enteritis. 
Post-mortem lesions in the bowel were sometimes 
very slight considering the severity of the illness ; 
in the liver various degrees of damage, amounting 
at times to focal necrosis, were observed. In the 
cases of ileo-colitis only Flexner and Sonne strains 
were isolated from the feces, the former type of 
infection being on the whole of greater clinical severity. 
Difficulty was experienced in isolating the specific 
organism from the stools except in the early stages 
of the disease, though at times dysentery bacilli 
were recovered from the bowel mucosa at autopsy. 
Various types of inflammatory change were found in 
the lower bowel—e.g., acute catarrh, membranous or 
ulcerative colitis, often associated with lymph- 
adenitis. Lastly, the typhoid-paratyphoid group of 
infections might run a mild atypical course in 
infancy, with consequent danger of being overlooked, 
and it was therefore important that an early bacterio- 
logical diagnosis should be made. 

Dr. GrauaM said that the summer peak of infantile 
mortality due to diarrhea was now replaced by a 
winter peak due to respiratory infections. Neverthe- 


less, in Scotland some 600 infants under twelve 
months of age died last year of diarrheal diseases, 
mainly gastro-enteritis and ileo-colitis. The latter 
was now recognised as an infection due to a dysentery 
bacillus, and gave a characteristic clinical picture 
with blood, mucus, and pus in the stools. It was 
endemic throughout the child population in the same 
Way as meningococcal meningitis, and from the 
records of the admissions to hospital it seemed to be 
on the increase. About gastro-enteritis and especially 
its «etiology there was still considerable difference 
of opinion. In reviewing the evidence in favour of 
infection rather than a dietetic error, it appeared that 
infection was the more likely, although the nature 
of the infecting agent was so far unknown. On the 
other hand, dietetic errors had often to be considered 
as contributory. The mortality from ileo-colitis was 
much less than from gastro-enteritis, partly because 
gastro-enteritis occurred in a younger age-group 
than ileo-colitis. One other important factor in- 
fluencing mortality was the state of nutrition. Gastro- 
enteritis commonly developed in marasmic infants 
and was very often a terminal event. Infants under 
70 per cent. of their expected weight showed a mor- 
tality of 65 per cent., whereas in those up to weight 
for their age the mortality was 28-5 per cent. Gastro- 
enteritis seldom occurred in breast-fed infants and 
rarely in infants up to weight for their age and 
living under reasonably good hygienic conditions. 
Stress must therefore be laid on these factors in the 
prevention of the condition. 





MIDLAND MENTAL PATHOLOGICAL SOCIETY 


Tus society held its fifth general meeting in the Univer- 
sity of Birmingham on Oct. Ist. Mr. F. A. R. Stammers 
gave an address on intracranial surgery, illustrated by 
eases which showed, among other things, his method 
of rib grafting into large skull deficiencies. Emphasising 
the importance of early diagnosis, he remarked upon the 
uselessness of waiting for the classical signs of brain 
tumour (vomiting, headache, and papilicedema), which 
really indicated impending death. Sir Gilbert Barling 
described some of his own pioneer experiences in brain 

He showed a large brain tumour successfully 
removed over 40 years ago, and a tumour containing pieces 
of shrapnel which even after three years were surrounded 
by beads of pus; he also demonstrated a case he had 
successfully operated upon for brain tumour 26 years 
previously. 
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REVIEWS AND NOTICES OF BOOKS 





Principles of Bacteriology and Immunity 
Second edition. By W. W. C. Toprey, M.A., 
M.D., M.Se., F.R.C.P., F.R.S., Professor of Bac- 
teriology and Immunology, University of London ; 
Director of the Division of Immunology, London 
School of Hygiene and Tropical Medicine; and 
G. S. Witson, M.D., F.R.C.P., D.P.H., Professor 
of Bacteriology as applied to Hygiene, University 
of London, London School of Hygiene and Tropical 
Medicine. London: Edward Arnold and Co. 
1936. Pp. 1645. 50s. 


It is only some half-dozen years since the first 
edition of Topley and Wilscn’s book was published, 
and during this short period it has already become 
a classic. Of works on bacteriology there are plenty, 
many of them in their way good, though many are too 
nebulous and complicated for the elementary student 
and not sufficiently complete forthe expert. ‘ Topley 
and Wilson ” is definitely a book for the advanced 
student, and as such is unrivalled by any other one- 
volume work. The new édition has been thoroughly 
revised and accounts are given of important new 
researches, including those published only during 
the last few months. It is rare to find the functions 
of a reference book and a text-book so admirably 
combined, and even the elementary student of 
bacteriology, provided his interest is sincere, will 
find the book invaluable, but he should take it in 
graded doses. Apart from the wealth of accurate 
and detailed facts which make up the bulk of the 
volume, there are a number of sections, notably 
those on the measurement of immunity reactions 
and on herd immunity, which are in themselves 
inspiring contributions to scientific method. The 
sections devoted to the systematic description of 
bacteria are of high quality and the authors must 
already have reaped reward for the care bestowed 
on them, in the gratifying knowledge that their work 
has become a standard of frequent reference through- 
out the world. The part devoted to infection and 
resistance, most of the substance of which has been 
separately published by Prof. Topley in his “‘ Outline 
of Immunity,” is an original presentation of the 
subject, and shows its author to be not only an out- 
standing immunological thinker but also an educa- 
tionist of insight. The work as a whole is compre- 
hensive in scope, containing full accounts of animal 
infections, filtrable viruses, and the bacteriology of 
milk, water, and sewage. It even includes an excellent 
chapter summarising the outstanding facts of soil 
bacteriology. It is always clear even when difficult 
and controversial matters are under discussion, and 
the reader may be assured that he will always find 
accurate facts, a most judicious summing-up of 
controversies, and an unequivocal statement of the 
authors’ own opinions. Another feature which calls 
for praise is the literary and editorial care which 
has been expended upon the work. No doubt in a 
book of the size minor errors must occur, even in a 
second edition, but if they are present in this one 
it will need an eagle eye to detect them. 





Syphilis and Yaws 
Syphilis sive morbus humanus. By CuHarves §. 
Butter, M.D., LL.D., Rear Admiral (M.C.) U.S. 
Navy. Brooklyn, N.Y. 1936. Pp. 137. 


THE purpose of this book, so the author tells us, 
is threefold: (1) to give popular instruction on 
venereal diseases, (2) to disprove the theory that 





syphilis was introduced into the Old World from 
America, and (3) to show that yaws is in fact syphilis. 
To secure the first object, “slang expressions and 
ungraceful words” are used, mainly, it appears, 
because Fracastoro, “ who tried the polished method 
in 1530” failed to get his message across to the 
people. The greater part of the book is, however, 
devoted to building up a case for the unity of yaws 
and syphilis, and practically all the remainder to 
an attempt to show that syphilis was known in the 
Old World long before the discovery of America. 
There are some terrifying photographs of facial 
disfigurement, doubtless inserted to reinforce the 
popular appeal of the book, but the author’s conten- 
tions are for the most part too technical to be readily 
followed by the non-medical reader. The book is 
not likely to achieve the first of its three aims, and 
it is doubtful whether the evidence brought forward 
to secure the second and third will be accepted as 
conclusive by instructed readers. 





Nature Hits Back 


By MacrpHerson Lawrie, M.B., Physician in 
Psychological Medicine to Queen Mary’s Hospital 
for the East End, London. London: Methuen 
and Co., Ltd. 1936. Pp. 180. 5s. 


Tuat “the fault, dear Brutus, is not in our stars 
but in ourselves, that we are underlings”’ is the 
argument of this very sensible book. Dr. Lawrie 
contends, and many will agree with him, that it is 
not the gross disease of hospitals which represents 
the real tragedy of human illness ; this is to be found 
rather in the house or the street in the form of nervous- 
ness, despondency, and lassitude, ‘“‘ which spoil more 
lives, wreck more homes, and create more poverty 
than grave disorder.” It is refreshing to meet a 
psychologist who admits the limitations of psycho- 
logy. If we are to cease being underlings, we must, 
he thinks, cast out unreasonable fear which breeds 
lethargy and despondency. No doubt heredity and 
organic disease play some part in the production of 
these disordered mental states but, according to 
Dr. Lawrie, it is modern environment which, by 
producing a state of nerve exhaustion, is the arch- 
enemy of human health, happiness, and freedom. 
Writing of nutrition as a factor in environment, he 
complains that nowadays not only do we overeat, 
especially of meat and sugar, but also that we eat a 
great deal of rubbish as a result of which we must 
have recourse to the chemist, the dentist, and the 
doctor. There is the inevitable chapter on the endo- 
crine glands and an interesting one on sex. Birth 
control “‘ has removed the danger, the risk, and the 
adventure of promiscuous love, and rid it of its 
fascination. The age is rapidly becoming sexless.”’ 
These are rash words indeed when the sale of condoms 
in America last year realised 317 millions. In the 
excellent chapter on children, the author steers a 
middle course between the heurists and the heavy 
fathers. Provided that the child is healthy, child 
psychology is comparatively simple ; it is only when 
over-sensitivity is established as a result of broken 
sleep, indigestion, fatigue, and eyestrain that child 
psychology becomes almost impossibly difficult. 
A return to more rational nutrition which would 
eliminate dental caries, the conquest of pretence, 
and the liberation of affection are the remedies 
proposed for these insidious and widespread, though 
sub-clinical, diseases of the street. 
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Variations and Diseases of the Teeth of 

Animals 

By Sir Frank Cotyer, K.B.E., LL.D., F.R.C.S. 

London: John Bale, Sons and Danielsson, Ltd. 

1936. Pp. 750. 42s. 

Sir Frank Colyer is the honorary curator of the 
odontological section of the Royal College of Surgeons 
Museum and has devoted much labour to its develop- 
ment ; now he has placed those interested in problems 
of comparative odontology further in his debt by 
the publication of this work, which really is not one 
book but two. The first and longest part is anatomical. 
Variations in number, shape, and position in the 
different orders of mammalia are here discussed and 
illustrated. Not only have the resources of his own 
museum been ransacked, but he has visited many 
museums in other parts of the world, and the result 
is a work of the same order as Bateson’s ‘‘ Material 
for the Study of Variation.” The second part is 
devoted to the comparative pathology of diseases 
of the teeth. Here the appeal is to those interested 
in pathology rather than to the zoologist. The 
chapters on caries and parodontal disease in animals 
are of special interest. Sir Frank concludes from 
the evidence he has accumulated that food stagnation 
rather than the structure of the teeth is the chief 
predisposing factor in the production of caries in 
animals. This of course does not exclude the 
importance of structural factors in dental caries in 
man. The last chapter on odontomes in animals is 
one of the most interesting. 
was the first to place on record the occurrence of 
odontomes in animals. His classification still remains 
in essentials unchallenged and Sir Frank Colyer’s 
work on these fascinating tumours is worthy of being 
placed alongside that of Bland-Sutton. 

The book contains a wealth of material skilfully 
set out and is beautifully produced ; the illustrations 
number over a thousand. The price can hardly bear 
any commercial relation to the cost of production. 


The Patient and the Weather 

By WituiaM F. Perersen, M.D., and MARGARET E. 

MILLIKEN, 8.M. Vol. I., Part 2. Autonomic Integra- 

tion. Michigan : Edwards Bros., Inc. 1936. Pp. 781. 

THE second part of the first volume of this volu- 
minous work has reached us. The first part of the 
first volume and the second and third volumes have 
already been reviewed and the inevitable delay in pro- 
ducing the conclusion of the first volume is explained. 
We are not certain now whether we have the whole 
work, but enough has been published to show that 
Dr. Petersen, with whom Dr. Margaret E. Milliken 
is now associated, is producing a remarkable book 
of reference. In this volume recourse is again had 
to lithoprinting by which it is estimated that a con- 
siderable saving of expense is brought about. For 
library purposes there will be a little inconvenience 
in the fact that Vol. I. of Part 1 was produced in the 
ordinary manner. : 

We have here a graphic survey of disease distri- 
bution in America from which Dr. Petersen feels 
justified in drawing the inference that meteorological 
environment has much to do with the reactions of 
the human organism as they find clinical expression 
in various diseases. The longer part of the volume 
discusses in detail cases illustrating the reactions of 
the subject to atmospheric environment; these 
chapters are followed by a study of the bacterial 
carrier in relation to typhoid and the flora of the 
throat. The varying influence of climate on male 
and female adults and on children is represented 











Sir John Bland-Sutton ' 





with a wealth of charts and graphs, and the book 
closes with a chapter entitled the Human Organism 
as a Cosmic Resonator, wherein the reactions of proto- 
plasm are predicated on adaptability to environment. 
The reflections in this chapter are supported by a 
wealth of references. The book is enormous and its 
closely printed pages contain illustrations, tables, 
and charts, while most of the chapters are followed 
by columns of references. 





Elements of Psychology 
By Kwnicut Dunwap, Professor of Psychology in 
the University of California. London: Henry 
Kimpton. 1936. Pp. 499. 12s. 6d. 


Prof. Dunlap’s new edition records psychological 
experiments and speculations since the publication 
of his “ Elements” in 1932.. The book is designed 
for students and is a sound exposition of the 
fundamentals of psychology seen through the eyes 
of one who staris with the nervous system and 
does not roam far into metaphysical realms. The 
author rejects many of the current views on instincts 
and also the traditional doctrine of imagery and its 
part in mental growth. For medical men the final 
chapters are of interest, inasmuch as Prof. Dunlap 
summarily dismisses the psycho-analytic contribu- 
tions to our understanding of the human mind. 
His criticisms do not appear to be those of one 
with a first-hand knowledge of either the theory or 
practice of psychopathology and psychotherapy. 


NEW INVENTIONS 


A NEW STAND FOR A GAS-AND-OXYGEN 
APPARATUS 

Tuts stand is suitable for the McKesson and the 
Boyle, and works equally well as an oxygen stand 
where minimum space is necessary. The stand is 
supported upon four rubber-tyred castors which them- 
selves rotate on ball bearings. These castors are 
supported at the ends of metal arms, which are 
hinged at their proximal ends to the stand. The 
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metal ‘arms are so arranged that on moving one 
outwards the remaining three move into position 
similarly. This is effected by means of a central 
sun wheel around which are four planet wheels, to 
which are connected the proximal ends of the arms 
bearing the castors. By this means a stable support 
is provided which runs easily and will not tip over, 
and yet when not in use folds into very small dimen- 
sions. The actual size of the stand when open is 
12 in. by 12 in., and when closed is 8 in. by 8 in., 
and will pack into a space of 8 in. by 8 in. The base 
is so made as to be interchangeable with any standard 
Boyle or McKesson stand. 

The stand was made for me by Messrs. A. Charles 
King Ltd., 34, Devonshire-street, London, W.1. 


FrankiIs Evans, M.B. Lond., D.A. Eng. 
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NEWLY APPROVED REMEDIES 


TWENTY-NINE new substances have been 
admitted to the British Pharmacopeia 1932 in 
the addendum of which copies are now available 
for inspection. These new substances are of great 
interest, although the Commission have found it 
necessary to exclude, on account of proprietary 
monopolies or restrictions, certain other drugs 
which might well have been included. Among 
the substances described for the first time are two 
pentavalent organic arsenicals, tryparsamide and 
acetarsol, of which the latter can be given by 
mouth in doses of 1 to 4 grains; it has bexn used 
under the name Stovarsol in the prophylaxis and 
early treatment of syphilis and in the treatment of 
ameebic dysentery. Ergometrine, the recently 
isolated principle to which the action of liquid 
extract of ergot is mainly due, gets a place in the 
addendum, as well as histamine acid phosphate, 
which is used to stimulate the secretion of hydro- 
chloric acid in the fractional test-meal. An 
organic mercurial diuretic is introduced under the 
name mersaly] and a radio-opaque oil for diagnostic 
radiology is called .iodised oil. Chiniofon is an 
iodine substituted hydroxyquinoline derivative 
used in the treatment of amebic dysentery. 
These last three substances are better known 
under their proprietary names, Salyrgan, Lipiodol, 
and Yatren. Other substances described for the 
first time are silver protein (argentoproteinum), 
citrated ferrous chloride, sodium thiosulphate, 
calcium gluconate, and injection of bismuth 
oxychloride. Both dry and liquid extracts of 
stramonium are included; the dose of the dry 
extract is } to 1 grain, but in post-encephalitic 
and similar conditions 1 to 8 grains may be given. 
The addition to the pharmacopeeia of an aqueous 
solution of iodine (Lugol’s solution) brings the 
number of official solutions of iodine up to four. 
Three vitamins are described: ascorbic acid 
(vitamin C), vitamin B, (in the form of an 
adsorbate), and calciferol (vitamin D). The solution 
of irradiated ergosterol of the B.P. 1932 is deleted 
and replaced by a solution of calciferol. Three 
new antitoxins and two new sera are added— 
namely, gas-gangrene antitoxin (cedematiens), gas 
gangrene antitoxin (vibrion septique), staphylo- 
coccus antitexin, and antipneumococcus serum, 
Type I. and Type II. 

Ninety-three monographs of the B.P. 1932 have 
been amended. Four of these, dealing with acri- 
flavime, sterilised water, physiological solution of 
sodium chloride, and cod-liver oil have been 
completely rewritten. The new acriflavine consists 
of a mixture of about two-thirds acriflavine 
B.P. 1932 and one-third diaminoacridine dihydro- 
chloride; a new method of manufacture is 


suggested, new tests are laid down, and a dose of 
4 to 1} grains is suggested. In the case of cod- 
liver oil the changes are important ; the antimony 
chloride test has been deleted and it is now stated 
that 1 gramme must contain not less than 600 units 
of vitamin A and not less than 55 units of anti- 
rachitic activity. Two doses are suggested, a 
prophylactic dose of 15 to 30 minims three times 
daily, and a therapeutic dose of 45 to 90 minims 
also three times daily. In the case of sterilised 
water and normal saline solution the new instruc- 
tions are admittedly a compromise between what 
is ideal from the point of view of the bacteriologist 
and what is capable of achievement under all condi- 
tions of dispensing. The remaining emendations 
in the monographs refer mainly to such details 
as alterations in the tests for purity for various 
substances, but the official dose of iron and 
ammonium citrate has been raised from 5-15 to 
20-40 grains to accord with modern practice, and 
the dose of cincophen has been reduced from 
5-20 to 5-10 grains in recognition of its potential 
danger." New methods of assay for thyroid and 
thyroxine-sodium are set out. The most important 
additions to the appendix are methods of assay 
for vitamin A (biological and spectrophotometric), 
for vitamin B, (biological), and vitamin C (two 
biological methods) ; for vitamin A it is stated that 
the biological assay is to be regarded as the decisive 
one. Biological methods of assay for the five new 
antitoxins and sera are given in full detail, a new 
method being used to express the limits of error 
in all the above biological assays. 

The preparation of the B.P. Addendum represents 
a very large amount of labour, many of the changes 
being the result of special research ; it is significant 
that no fewer than 17 papers have been published 
since 1932 describing the result of work undertaken 
at the request of the Commission. Both the 
Commission itself? and its eight subcommittees 
are to be congratulated on the production of a sup- 
plementary volume which fully maintains the high 
standard set by the British Pharmacopeeia itself. 


TREATMENT OF SYPHILIS IN LATER LIFE 


THE vigorous and lengthy treatment to-day 
considered essential in cases of early syphilis is 
efficacious only if the patient receives certain 
minimum quantities of the prescribed remedies 
within a given time. Hence it is an ordeal in 
which the tolerance of even the young and healthy 
may be severely strained; and a small error of 
judgment may seriously endanger health. To 
strike a balance between safety and efficiency it 
is usually thought wise to conform to a scheme 
that has given good results in large numbers of 
cases. Though there is always a danger that 
adherence to routine methods may dangerously 
blunt one’s realisation of the patient’s individuality, 
the fact remains that a well-devised scheme of 
antisyphilitic treatment, even if followed without 


‘ See, for example, a recent discussion by the American Medical 
—_—e ritish Pharmaco in its fourna! for Sept. 5th, p. 760. 
pcia — 1933-36 consists 
(obi pe, R. Pape. B.Se., 
of Broa, By Beddand chairman), J. A. Gunn, M.D. 
Me Percival Hart artley, D.Sc., Mr. B. F. 7 Prot, Dr. Seneha teentes’ 
Mr. T. Tickle, B.Sc., with Dr. C. H. Hampshire (secretary ). 
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intelligent watchfulness, will give excellent results 
with nine out of ten healthy young patients. In 
the elderly, on the other hand, the margin of 
safety is not nearly so great. Writing of this 
problem as it affects patients over 60, NETHERTON ' 
emphasises at the same time that the physical 
condition, the stage of the disease, and the amount 
and nature of past treatment, are more important 
even than the age. 

The remedies advised depend on circumstances, 
and NETHERTON distinguishes three main groups. 
For the elderly patient who contracts early acute 
syphilis he would adopt an unmodified intensive 
course of treatment but would maintain it for a 
shorter time than usual. Its object is to make the 
patient non-infectious and to obviate the danger 
of early relapse ; since expectation of life is not 
long, no attempt need be made to guard him 
from the late visceral lesions of syphilis. Treat- 
ment is continued without intermission for a year 
along the lines advocated by the Coédperative 
Clinical Group in the United States: mercury is 
not used, owing to the possibility of kidney damage, 
and evidence of impaired kidney function is taken 
to mean that the dosage of the arsenicals should 
be reduced. The second group comprises those 
cases in which there are no signs of active syphilis 


but the serological reactions are found to be ' 


positive. There is danger here that scarring due 
to past syphilitic lesions may be mistaken for 
evidence that the disease is active, but this error 
may usually be avoided by careful consideration 
of the history and the extent of previous treat- 
ment. If after thorough investigation no signs of 
active syphilis can be discovered, NETHERTON 
wisely recommends that no antisyphilitic remedies 
be administered, except perhaps moderate doses 
of iodide and mercury by mouth. If latent infec- 
tion is to be assumed from the persistently positive 
serological tests, it is nevertheless probable that 
such older patients will live out their lives without 
taking harm from such infection. On the other 
hand, active treatment may interfere with the 
body’s mechanism of defence and perhaps stimulate 
the activity of the causal organisms. In the 
third group the late manifestations of syphilis 
are present and the indication is usually for con- 
servative antisyphilitic therapy. Treatment must 
be preceded by a careful attempt to ascertain the 
nature and amount of the damage; and the 
therapeutic attack should be circumspect, never 
intensive. The object is to arrest the progress of 
the disease, and an attempt to eradicate it is 
certain to fail and quite likely to end in disaster. 
The arsenical preparations should be used sparingly 
and only after preliminary preparation, such as a 
course of injections of bismuth, associated with 
increasing doses of potassium iodide by mouth. 
If these precautions are not taken there may be 
an acute inflammatory response at the sites of 
infection. 

There is still much controversy over the amount 
and duration of antisyphilitic treatment that is 


‘likely to prove beneficial in arresting the progress 





1 Netherton, E. W.: Cleveland Clin. Quart., July, 1936, p. 205. 
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of the late visceral lesions of syphilis; and the 
greatest aivergence of opinion is found with 
regard to the treatment of late syphilis of the heart 
and aorta—a subject discussed in an annotation 
in a recent issue. 


ISOLATION OF SCARLET FEVER 


In a recent address’ A. W. Forrest, medical 
officer of health for Leyton, remarked that we 
still employ for the mild scarlet fever of to-day the 
methods of control, notification, isolation, disin- 
fection, and supervision of contacts which were 
designed long ago to deal with the serious type of 
the disease. That these methods, expensive as 
they are, have failed to control the incidence of 
the malady in the community is manifest in the 
annual returns of the Registrar-General, and 
although J. McGarriry reports ? that in Birming- 
ham in 1935 “ patients suffering from mild scarlet 
fever were constantly refused admission” to the 
city hospital in order to admit those with more 
serious infections, the public demands _hospi- 
talisation as a social service. Since, so far, the 
only rational method of control of the disease, the 
active immunisation of susceptible children, has 
not been included among the prophylactic measures 
of public health authorities, except upon a limited 
scale in institutions, it is desirable to consider 
what should be the minimum period of detention 
in hospital and to what extent this period may 
be curtailed by specific therapy. 

As in every acute specific infection, length of 
detention in an isolation hospital is governed by the 
two factors of clinical fitness and infectivity, and 
it is clear that in scarlet fever, where several of 
the common complications—thinitis, otitis media, 
and cervical adenitis—are due to local invasion 
by the causal organism and result in purulent or 
mucopurulent discharges, the two factors are closely 
interconnected. Before release, even if the general 
physical condition be satisfactory, discharges 
must have ceased or must have been proved not 
to contain the causal organism ; terminal swab- 
bing of the throat in the uncomplicated case is, 
however, at present exceptional. And although for 
many years desquamation has not been regarded 
as infective it is desirable, on social grounds, that 
abundant exfoliation should not exist at the time 
of the patient’s release. Hence, any measure 
which tends to limit complications and desquama- 
tion tends, ipso facto, to make the earlier release 
of the scarlet fever patient possible. There is no 
doubt that the proper spacing of beds is one such 
measure ; overcrowded wards favour, in the long 
run, a high incidence of late complications of 
septic type, and these, in turn, enforce prolonged 
hospitalisation. Scarlet fever antitoxin, given early, 
abolishes toxemia, extinguishes the rash, and so 
limits desquamation, but if, as is claimed, it also 
reduces the incidence of complications, or some of 
them, then clearly specific serum therapy is a 
measure of great value to patients and hospital 


* Presidential address delivered on June 26th to the Home 
Counties Branch of the Society of M.O.H.’s. and published in 
Public Health for September, 1936. 


* Report of the M.O.H., City of Birmingham for 1935, p. 67. 
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administrators alike. H. J. ParisH? believes 
that serum “to some extent” prevents compli- 
cations although it does not influence septic com- 
plications “once they are established.” Of these 
complications, as J. D. RoLtLeston has remarked,‘ 
otitis media is the most important. The frequency 
of its occurrence in different series of cases is very 
variable and depends not only upon age-grouping 
but upon seasonal and environmental factors, 
and possibly upon the strain of the infecting 
organism. Is it a complication the incidence of 
which may be reduced by specific therapy ? 
MoGarrity records? two series of cases under 
treatment in 1935; 350 cases, in the main more 
severe on admission, were serum-treated by the 
intramuscular route. In this series the percentage 
incidence of otitis media was 7-71 as compared 
with 5-76 in a contemporaneous series of 1146 
cases not treated with serum. Late adenitis 
occurred in 14 per cent. of the serum group and 
7-85 per cent. of the non-serum group, and whereas 
relapse of disease occurred in 3-71 per cent. of 
serum cases, the figure was only 0-96 per cent. in 
the cases not so treated. A relapse rate of 1 per 
cent. may be regarded as usual in scarlet fever. 
On the other hand, Dr. H. Srantey Banks, 
in Tue Lancet of Sept. 5th, reported some remark- 
able successes from the early injection of scarlet 
fever antitoxin by the intravenous and intra- 
peritoneal routes. Thus, in a series of 2428 cases 
injected intravenously the incidence of otitis 
media was 1-9 per cent.; in an intraperitoneal 
group of 733 cases only 2 per cent. ; in an intra- 
muscular series (282 cases), and admittedly a 
select population, it was 8-1 per cent.; and in 
1473 cases not treated with serum and regarded 
as controls it was 7-1 per cent. These figures are 
impressive but it should be noted that only com- 
plications arising after admission have been com- 
puted by Dr. Banks. Information about the com- 
plications, especially otitis media, present on admis- 
sion would have been of value in comparing his 
series with McGarrity’s, in which all such com- 
plications are included. For this comparison it 
would be necessary to know if such cases were 
included, as seems probable, among the con- 
trols, for if allocated to the intravenous 
or intraperitoneal groups these complications 
must either have been quickly cured by serum, 
which is not claimed, or ignored for purposes of 
discharge. As the results of intravenous or intra- 
peritoneal injection Dr. Banxs found it possible 
to reduce the isolation period to about two weeks 
for adults and three weeks or less for children, 
with, it is true, some slight increase in the infecting 
case rates as compared with his other series. It 
must be observed, however, that the duration of 
isolation of scarlet fever, in the absence of terminal 
swabbing, is quite empirical. The old period was 
six weeks; McGarriry’s period, we learn, for 
both serum and non-serum cases if uncomplicated 
is 26 days. Whether treated with serum or not, 
the great majority of scarlet fever patients nowa- 
days are detained beyond the third week, not upon 


the presence or fear of complications, but because 
of their presumed infectivity ; many of them no 
doubt might be released with safety within the 
shortened period adopted by Dr. Banks. It is a 
question of expediency ; festina lente is a sound 
motto for the hospital administrator. Dr. Banks 
has indicated the precautions he takes to avoid 
severe reactions when large scale intravenous 
injection is undertaken ; such reactions, it appears, 
are much less likely by the intraperitoneal route. 
On the other hand, puncture of the peritoneum, 
even with a needle, is not to be lightly undertaken 
and, as our correspondence columns have suggested, 
it remains to be seen whether he will have an exten- 
sive following of those prepared to inject intra- 
venously or intraperitoneally a patient suffering 
from a disease of which the fatality rate is, in any 
case, virtually negligible. 


TREASURE TROVE 


THE coroner’s jurisdiction over treasure trove 
is no; the most exacting part of his office. The 
total of treasure trove inquests in the past four 
years is under 30. Yet, when the occasion arises, 
the duty “to inquire of treasure that is found, 
who were the finders and who suspected thereof ”’ 
may be an intricate matter. Questions of title 
and franchise may arise. All treasure is not treasure 
trove. It must be treasure of gold or silver, not 
of any baser metal. It must have been deposited 
in the ground, not merely laid on the surface. 
It must have been intentionally hidden, not 
casually lost or abandoned. Thus the ownerless 
guinea of 1745, found near Newbury racecourse 
a few years ago, was deemed lost property, not 
treasure trove. Most important of all, there must 
be no known owner of the articles discovered ; 
if King Jonn’s treasure, lost in the Wash, were 
found to-morrow, the Crown would claim it as the 
corporate successor of the original owner and not by 
virtue of the Royal prerogative of treasure trove. 

All these points are well explained in a 
volume lately published by Sir Georce Hm, 
director of the British Museum.’ Its scholarly 
pages expound the history of rights in buried 
treasure from the dawn of civilisation down 
to the present day. The author makes the 
interesting point that, after a fashion cha- 
racteristically English, our law has quietly 
adapted itself to an entirely new purpose. The 
coroner’s jurisdiction in treasure trove was anciently 
employed to assert a King’s claim to ownerless 
articles of value; the hoards of gold and silver 
were useful for the Royal Mint. To-day, when 
there is a widespread interest in archeology, the 
law is operated as part of the machinery for con- 
servation of antiquities. If the finder reports his 
discovery promptly to the coroner, and if the 
objects are held to be treasure trove and therefore 
the property of the Crown, the finder receives the 
full market value in the event of the objects being 
retained for the Crown or a museum. If they are 
not so retained, he receives them back with full 
liberty to dispose of them as he wishes. Such is 





* See THE LANCET, August 22nd, p. 433. 
* Ibid. 


1 Treasure Trove in Law and Practice, from the Earliest 
Time to the Present Day. Oxford: Clarendon Press, 1936. 21s. 
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the position as declared in regulations issued by 
the British Museum with the sanction of the 
Treasury. Sir GzorcEr HILt, as director of a great 
store-house of antiquities, would naturally like 
to see the coroner’s jurisdiction extended to any 
valuable object discovered in the ground; why 
should the law be limited to the precious metals 
when ancient articles of bronze or copper or ivory 
are wanted for public study and inspection ? 

If treasure trove nowadays means the acquisition 
of antiquities for the British Museum rather than 
the increase of the Crown’s bullion, it was not 
always so. In a curious case, to which Sir GzorGE 
Hit gives a passing reference, the Crown fought 
the British Museum. Celtic gold ornaments had 
been turned up by the plough in a field near Lough 
Foyle. They were sold to a collector, exhibited 
at a meeting of the Society of Antiquaries in 
London, and purchased by the trustees of the 
British Museum. The Crown claimed them as 
treasure trove in litigation which came before 
Mr. Justice Farwett in 1903. The trustees, 
anxious to retain their purchase, put forward a 
theory that the ornaments were not legally treasure 
trove because they must have been dropped into 
the sea as votive offerings to some marine deity. 
The level of Lough Foyle, it was suggested, had 
been changed through the centuries; the field 
where the ornaments were found was a raised 
beach ; treasure trove consisted of things deposited 
in the earth, not of things consigned to the water. 
The judge was unimpressed by this speculation. 
The time of the court, he said, had been occupied 


with fancies better suited to the lyric genius of 
an Irish bard than to the plain prose of an English 
law reporter. The court refused to assume the 
existence of a votive offering of a sort hitherto 
unknown, in a land where such votive offerings 
were hitherto unknown, in a sea not known to 
have existed for 2000 or possibly 4000 years, to a 
sea-god by a chieftain both equally unknown. It 
preferred the common-place but natural inference 
that the articles were a hoard hidden for safety 
in a country frequently disturbed by raids. The 
Crown’s claim succeeded. Such controversies will 
not now recur. His Majesty has lately sent to 
the British Museum several interesting objects 
which have come into the possession of the Crown 
as treasure trove in the past. In reflecting upon this 
change, Sir Grorce Hix raises the question 
whether the coroner is the best officer for the new 
purpose of preventing the destruction and dispersal 
of archeological discoveries which should rightly 
be housed in the national collections. A few years 
ago, it seems, suggestions were considered for 
eliminating the coroner and the police from this 
sphere of action. It was, he tells us, found impos- 
sible to interfere with the coroner’s ancient and 
honourable office, and the police were left to act 
as before. Perhaps, he adds, the coroner’s duties 


.in this respect could equally well be discharged 


by justices of the peace—“ but it may be doubted 
whether he is less efficient than they would be.” 
Such a testimonial is not exactly fulsome, but the 
coroner, having exercised this jurisdiction for over 
six centuries, may feel secure for a little longer. 





ANNOTATIONS 





CLOSED CIRCUIT ANAESTHESIA 


Writtne recently in our columns? on anesthesia 
by closed method, Dr. T. A. B. Harris, anesthetist 
to Guy’s Hospital, remarked that disrepute has been 
brought upon the method by excessive emphasis 
om its economy. It is certainly economical, he said, 
but its importance lies in the exact and rational 
use that can be made of that hormone of the respira- 
tory system, carbon dioxide. During last week 
anesthetists in London were given opportunities 
of hearing Dr. Ralph M. Waters describe his 
technique for closed circuit administration of 
anesthetics with carbon-dioxide absorption and 
also of seeing him put it into practice. On 
Tuesday in the medical school of University College 
hospital Dr. Waters, who is director of the depart- 
ment of anesthetics in the University of Madison, 
gave a short lecture illustrated by lantern slides to 
explain his methods of induction. Afterwards in 
the operating theatre he gave cyclopropane by his 
closed circuit method while Mr. Gwynne Williams 
operated on two patients, one for radical cure of 
hernia and the other for removal of the gall-bladder. 
On Friday Dr. Waters gave another lecture and 
demonstration at the Royal Cancer Hospital (Free), 
and in the evening he spoke to the section of anzs- 
thetics of the Royal Society of Medicine, of which 
section he was unanimously elected an honorary 
member. The advantages he claimed for the method 
are: (1) great economy, of special moment with 
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some of the new expensive agents; (2) avoidance of 
danger of explosion ; (3) the fact that the air of the 
theatre can be kept free from vapours; (4) the more 
delicate control of the patient’s respiration, The 
apparatus is suitable for any anesthetic, but is 
generally used for cyclopropane, ethylene, or nitrous 
oxide. It seems clear that careful attention must be. 
paid to the details, both of apparatus and of their 
use, if success is to be expected from the employ- 
ment of CG, absorption and a closed circuit. Dr. 
Waters himself spent years of experiment and 
clinical trial before arriving at the exact dimensions 
and arrangement of the apparatus which he now 
uses and finds satisfactory. The soda-lime itself 
has only been obtained of just the necessary size of 
granule, hardness and dryness after many efforts 
by chemist and manufacturer, and much trouble has 
had to be spent in obtaining the most suitable 
dimensions and construction of the containing 
cannister. The moral of this—as was made clear— 
is that no one should introduce alterations or 
“improvements ” without submitting his own arrange- 
ment to the elaborate tests, chemical, physiological, 
and clinical, which Dr. Waters’s apparatus has been 
able to withstand. Blood analyses and gas analyses 
from different parts of the circuit at different phases 


_of respiration are only some of these. Apart from 


the proper construction of apparatus, the other two 
requisites for success are (1) freedom of airway and 
(2) absence of leakage. Dr. Waters described a 
method of “controlled respiration’ by means of 
which, when surgery is likely to be facilitated thereby, 
respiratory movements can be kept completely in 
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abeyance over considerable periods of time, without 
cyanosis or other damage to the patient. His views 
on the addition of carbon dioxide to anzsthetic 
agents, popular just now among many anesthetists, 
are of interest; generally speaking he is directly 
opposed to this practice on the grounds that stimula- 
tion of respiration is not generally necessary and that 
the admixture of CO, can easily be overdone, in 
which case unpleasant post-anesthetic symptoms 
may arise. Post-operative shock, he thinks, is, 
sometimes at least, due to the difficulty which the 
patient has in readjusting his metabolism to ordinary 
conditions, after its prolonged acclimatisaiion to 
those of the special anzsthetic method to which it 
has been subjected. A series of slides gave a clear 
demonstration of the anesthetic administration 
during the performance of a lobectomy. 


MEDICAL HELP FOR SPAIN 


THOSE who want to transmute their sympathy into 
practical help for the people of Spain have now a 
choice of methods. The first medical unit to leave 
this country was organised by the Spanish Medical 
Aid Committee and works under the direction of 
the Spanish Government at Madrid. To some of 
its subscribers it represents an attempt—the latest 
in a long tradition—to relieve distress in a foreign 
country ; to others it is primarily a means of aiding 
a Popular Front administration that is denied all 
other support from abroad. Those who regard medical 
assistance as a form of military help and would prefer 
it to go to the anti-government rather than the 
government forces are invited to contribute to the 
Universe Medical Aid Fund, which is in process of 
collecting medical stores for the Burgos junta. A 
third alternative beneficiary is the Scottish Ambulance 
Unit for Spain, which was the second to leave 
Great Britain and crossed the Spanish frontier on 
Sept. 25th : in the words of Sir Daniel Stevenson 
it has gone “to succour the sick and wounded in 
the civil war, irrespective altogether of politics or 
party”; but for the present at least its help will be 
mostly for those on the Government side of the 
lines, on which it is stationed. The British Red Cross 
Society, unlike the English and Scottish committees, 
does not propose to send any personnel to Spain, but a 
letter to the press from Sir Arthur Stanley and other 
officials of the society draws attention to the suffering 
alike of combatants and civilians and the urgent 
need for its relief. Both the Spanish Government 
and the Burgos junta, they announce, have agreed 
to respect the Geneva Convention and accept the 
assistance of foreign Red Cross societies, and repre- 
sentatives of the International Red Cross Committee 
have gone to Barcelona, Madrid, Burgos, and Seville 
to establish relief services. The British Society 
appeal for funds to further this work by providing 
medicines, dressings, and comforts ; they have already 
sent two contributions of £500 each. “‘ While it is 
hoped that donations will be sent to be used impar- 
tially by the Red Cross for both sides, and for the 
suffering civilians, subscribers can indicate, if they 
so wish, their own desire as to the use of their money.” 
Finally the Save the Children International Union, 
of which the British Save the Children Fund is a 
member, has received pressing appeals for aid. 
‘“Many children,” it appears, “‘ have been stranded 
in holiday camps in territory under the control of 
one of the combatants while their parents live in 
territory under the control of the other. To get 
these children back to their homes, or if necessary 
to transport them for a time out of Spain altogether, 





is a task of the greatest urgency,” and as a preliminary 
step several hundred have been evacuated to St. 
Nazaire in France. 

In the hope that one or more of these objects may 
commend themselves to our readers we append a 
note of the addresses to which subscriptions may be 
sent. Spanish Medical Aid Committee (treasurers, 
Vicountess Hastings, Prof. J. R. Marrack, M.D., and 
Viscount Churchill): 24, New Oxford-street, London, 
W.C.1. Universe Medical Aid Fund: Prof. F. de 
Zulueta,37, Norham-road, Oxford. Scottish Ambulance 
Unit for Spain: Sir D. Stevenson, 5, Cleveden-road, 
Glasgow. British Red Cross Society: Sir Arthur 
Stanley, 14, Grosvenor-crescent, 8.W. (cheques 
crossed “Spanish Relief Fund—Coutts and Co.”’). 
Save the Children Fund: 20, Gordon-square, W.C.1. 


THE INDEX-CATALOGUE 


PUBLICATION of the Index-Catalogue of the Surgeon 
General’s Library in Washington has been resumed 
with the issue of the first volume of a fourth series. 
In 1836 Surgeon General Joseph Lovell established 
a collection of books in his office in Washington for 
the use of the staff, and from this modest beginning 
the library developed slowly until in 1868 a great 
advance was made possible by Surgeon General 
Barnes, who allotted to the library a sum of 80,000 
dollars left over from Civil War hospital funds, and 
Surgeon John Shaw Billings began his task of build- 
ing up what was to become the largest medical 
library in the world. Billings was a remarkable 
man,” for before making his 
reputation as a librarian he 
was already an acknow- 
ledged authority on hospital 
construction. He was the 
designer of the Johns Hop- 
kins Hospital, and it was 
he, as adviser to the hospital 
trust, that asked William 
Osler, ‘without sitting 
down,” it is said, ‘ Will 
you take charge of the 
medical department of the 
hospital ? ’” to which Osler, 
without a moment's hesita- 
tion, replied, “‘ Yes.”’ Bill- 
ings was in some degree the 
father of medical and vital 
statistics; on his advice 
medical statistics were included in the U.S. census of 
1880. In his bibliographical work he had the assistance 
of Dr. Robert Fletcher, a native of Bristol and a man of 
scholarship equal to his own even if he did not, as 
Billings did, at school “‘ recite lessons in Latin and 
Greek.”” Even the stupendous task of the Index- 
Catalogue was taken in his stride, for Billings went 
on to the New York Public Library where he con- 
solidated three great independent libraries into a 
uniform whole. 

The Army Medical Library now contains nearly 
400,000 volumes of which all but 50,000 are bound, 
and nearly 600,000 pamphlets—in all, 952,619 pub- 
lications. The fourth series has a good deal to catch 
up, for with the exception of book titles the third 
series did not include papers published after January, 
1926. The content of this volume is strangely 





JOHN SHAW BILLINGS 
1838-1913. 





1 Index-Catalogue of the Library of the Surgeon General's 
Office, U.S. Army (Army Medical Library). Authors and 
Subjects. Fourth Series. Volume I. Aaron-Azzi_ Leal. 
Washington: Government Printing Office. 1936. 

*The portrait is taken from Garrison’s Introduction to the 
History of Medicine. W. B. Saunders Co., Ltd. 
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different from that of the first volume which reached 
us 41 years ago. The heading Allergy which did 
not then appear now covers 33 pages, Anzmia has 
grown from 2} to 35 pages, and Anesthesia from 
12 to 47 pages. To meet the inevitable increase in 
the number of references space has been economised 
in the new series by various means. Volume numbers 
in references now appear in Arabic instead of Roman 
numerals, and abbreviations have been shortened in 
accordance with international usage. Italics, paren- 
theses, and repetitions have been avoided when 
practicable, while titles and subtitles at the heads 
of columns have been omitted when the same title 
is shown at the top of the page. Thinner but tougher 
paper has been used so that the new volume though 
containing 900 pages is no thicker than the 450 page 
volume of the third series, 

The surgeon general exercises his own discretion 
as to what shall and shall not appear in the Index- 
Catalogue. It is not, as was the Index Medicus, a 
complete index to medical literature. Those who 
require references to all-the publications of what- 
ever value on a particular subject in which they are 
interested must still refer to the Index Medicus, now 
known as the Quarterly Cumulative Index Medicus 
and published at Chicago from the headquarters of 
the American Medical Association. It is fitting that 
this centennial year of the foundation of the Surgeon 
General’s library should be marked by the reissue of 
this well-tried and trustworthy guide in the wilder- 
ness of medical literature. We have used it exten- 
sively for many years and are in hearty agreement 
with Virchow and Welch who described the cata- 
logue as America’s greatest contribution to medicine. 
This volume is in the nature of a gift; although it 
cost 33 dollars to produce it is sold at 2 dollars 50. 


EUTHANASIA AGAIN 


Many of the essays recently collected by Dr. Harry 
Roberts and published under the title Euthanasia 
and Other Aspects of Life and Death? have already 
appeared elsewhere; and only a small fraction of 
the book deals with euthanasia. The rest covers 
such widely separate subjects as love and sex, crime 
and punishment, mind and reason, education and the 
child, and the sterilisation of the ineffective. One 
of many good points made with regard to euthanasia 
is that a condition which is painful to watch 
is often not at all painful to experience. The onlooker 
may think it would be a mercy to “ put the patient 
out of his misery,” although he is in reality in a state 
of doped contentment. Dr. Roberts has no difficulty 
in pointing out objections to organised euthanasia 
as at present advocated, but beyond recommending 
that suicide should be legally permitted he is chary 
of making proposals for reform. It was once said of 
Lord Balfour that his speeches showed him to be a 
protectionist, a free trader, neither and both; and 
the author of these essays sometimes lays himself 
open to similar misunderstanding. In one passage 
he writes: ‘‘The business of a doctor, as such, is 
to save life and to prolong it. It is not for him to 
say whether this or that life is desirable ; nor is it 
the doctor’s business to do what he is asked, even to 
please his patient. It is his province to study disease 
and to cure it if he can—at any rate, to relieve it. 
This is the beginning and the end of his duty.” 
Further on he writes: ‘Personally, I would not 
hesitate painlessly to end the life of an acquiescent 
patient at an advanced stage of such a painful and 
incurable disorder as cancer of the larynx or 





*London;: Constableand Co. 1936. Pp. 278. . 6d. 
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cesophagus—regardless of convention or formal 
legality. I constantly find myself in positions 
involving both personal responsibility and personal 
risk, with nothing but my own code and scale of 
values to guide me. When my sympathy out-veighs 
my fear of, and my respect for, the law, I ¢’ y the 
orders of the former.” It is difficult to escape the 
suspicion that Dr. Roberts has been quite sure he 
wanted to be on the side of the angels, but has not 
been quite sure on which side they were to be found. 
Has he, perhaps, found them on both sides ? 


PLAGUE VACCINES 


On August 22nd we drew attention to the use in 
Madagascar of living cultures of attenuated plague 
bacilli as a prophylactic vaccine, and referred to 
similar work in Java. A more complete account ! 
of Otten’s researches at Bandoeng is now available 
and indicates that the experiments in Java and in 
Madagascar were being carried out at the same 
time and that original publication by Otten preceded 
announcement of Girard and Robic’s work by three 
months in 1934, The report, besides giving an his- 
torical account of the attempts to use a living plague 
vaccine, deals largely with laboratory experiments, 
while a section is also devoted to discussion of the 
difficulties of carrying out and assessing the value 
of a vaccination campaign against plague. The import- 
ance of selecting the wild rat (Rattus rattus diardi) 
and guinea-pig as experimental animals is explained 
and emphasis is laid on the technique necessary to 
ensure a reliable infecting dose as test of immunisa- 
tion. While wild rats can stand without ill effect 
the injection of live growth from 1 or even 2 agar 
cultures of the attenuated plague culture “‘ Tjiwidej,”’ 
the same dose killed at 60° C. may be lethal to 35 per 
cent. of the animals within 48 hours through toxic 
action. Similarly Girard,? in the preparation of 
therapeutic serum in the horse, has found that live 
culture of the attenuated Madagascar strain ‘“ E.V.” 
must be injected without delay in order to avoid 
damage from toxin liberated through autolysis. 
Otten believes that immunity develops gradually ; 
about half the animals were found to be immune 
a week after a single dose of living vaccine, and 
90 per cent. by the end of a fortnight. No evidence 
of a negative phase has been found in vaccination 
of either animals or human beings. In experimental 
animals there seems to be a definite fall of immunity 
after six months. Human beings showed a reaction 
to the vaccine “slight beyond expectation.” One- 
tenth and one twenty-fifth of an agar culture are the 
doses for adults and children respectively, while 
volunteers showed no serious local or general symp- 
toms with doses up to a quarter of an agar culture. 
It is stated that the live vaccine can be stored at 
5°C. for at least four weeks, with no appreciable 
alteration in the number of viable organisms or 
in its antigenic potency. At 22°C. storage up to a 
fortnight seems possible without loss of immunising 
properties. 

The dissociation from a virulent plague culture of 
an avirulent variant leads to difficulties and incon- 
sistency among various workers in the use of the 
terms “smooth” and “rough.” To Otten the 
normal virulent non-turbidity-producing culture of 
plague bacilli is ‘“‘smooth.” It is to be noted that 
the degree of virulence of a culture cannot be gauged 
accurately from the characters of its growth. The 





1 Otten, L.: Ind. Jour. Med. Research, 1936, xxiv., 73. 
ous Girard, G.: Ann. de méd. et pharm. colon, 1936, xxxiv., 
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examination of various cultures, differing in howe 
tory age from fifteen years to six months, showed 
that avirulent variants could be isolated from more 
than half those studied, though differences in colony 
appearance were absent in these cases. Some of 
the avirulent variants were found to be useless as 
antigens ; most gave rise to quite satisfactory pro- 
tection in animals ; some showed a curious inability 
to immunise rats to a degree corresponding with 
their power to immunise guinea-pigs. This is taken 
to indicate a complexity of antigenic structure which 
may be of importance in selection of strains for 
human vaccination. Various factors limit the success 
of any vaccination campaign, and it is believed that 
a reduction of mortality-rate from plague by three- 
quarters is a reasoned optimum to be expected from 
prophylactic vaccination—indicating, of course, the 
necessity for simultaneous active measures directed 
against the rat. The activity in this direction of 
the Plague Control Service in Java can be appre- 
ciated from a statement of Grey* that between 
1914 and 1934 two million defective dwellings were 
reconstructed under supervision of the Service in 
plague-stricken villages. 

In the preliminary vaccination campaign carried 
out in Java in November, 1934, 37,435 persons were 
vaccinated alternately with 39,483 unvaccinated 
controls. During the subsequent five months the 
deaths from bubonic plague among those vaccinated 
numbered 38 (1-01 per mille) and 200 (5-05 per mille) 
among the controls: During 1935 over 2,000,000 
vaccinations, with 236,000 revaccinations, were 
carried out. In 24 well-vaccinated districts there 
were 1214 cases of bubonic plague developing more 
than seven days after vaccination. There were 
739 among those vaccinated, who formed about 
90 per cent. of the population, while the unvaccinated 
10 per cent. provided 475 cases. This can be calcu- 
lated to show a reduction of mortality to 17 per cent. 


THE COLLECTED WRITINGS OF ALFRED HESS 


No more fitting memorial to a life of exceptional 
energy and productivity could have been found than 
the publication of two volumes * which make readily 
available the 227 articles which Alfred Hess wrote 
between 1905 and 1933, the year of his death. A 
biographical memoir of the author is contributed 
by Dr. Abraham Flexner. In it is quoted one of 
Hess’s dicta, ‘‘ Success comes perhaps too late but 
always lasts toolong. Men live on their reputation.” 
To few successful men was this less applicable than 
to Hess himself. His writings, which are arranged 
here chronologically, show an increasing depth and 
maturity, whilst the last year of his life was actually 
one of the most productive. The medical reader will 
be astounded at the number of subjects on which 
Hess could write with authority. As a pediatrician, 
however, it was on the nature of vitamins and the 
various aspects of deficiency disease that his interest 
became principally focused. Any student of these 
subjects could hardly begin better than by reading 
Hess’s papers in the order in which they appeared, 
since in this way the whole fascinating story is 
unrolled. At the time of his death, Hess was directly 
concerned with the laboratory investigation of no 
less than seven different problems of which hyper- 
vitaminosis C, the relation of ingested fats to phos- 
phorus metabolism, and the effect of ultra-violet 
light on tuberculosis in animals are examples. 


* Grey, J.C. P.: Malayan Med. Jour., 1936, xi., 115 
‘Collected Writings. By Alfred F. Hess. Springfield, Ill.: 
‘Charles C. Thomas. 1936. Intwo vols. Pp. 719and 734. $15. 
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Dr. Flexner’ who is singularly well able to assess the 
merit of American men of science, says of him: 
Dr. Hess was one of the few great investigators 
this country has produced, and one of the few real 
scientists in clinical medicine. That verdict will not 
be questioned by those who study his contributions 
to medical literature. 


HYPERPYREXIA FOR GONOCOCCAL 
CONJUNCTIVITIS 


OWING to improv ‘ standards of personal hygiene 
in the adult and tw prophylactic measures in the 
newly born, gonococeal infection of the conjunctiva 
is much less common in this country than it was, 
but Adrian Caddy in a recent talk to a medical 
society ' stated that ophthalmia neonatorum is still 
responsible for 50 per cent. of blindness in children 
and for 8 per cent. of the total number of the blind. 
Although it seems that purulent conjunctivitis in 
babies is due in diminishing degree to the gonococcus 
—this is at all events the experience in Birmingham *— 
Mr. Magor Cardell opening a recent discussion at the 
Ophthalmological Society of the United Kingdom was 
emphatic that for a preventable disease the incidence 
of ophthalmia in the newly born is not falling at the 
rate it is reasonable to expect. Nor does it run a 
milder course. In adults the infection is rare. 
According to Caddy only about 1 in 700 cases of 
gonorrhea develops gonococcal conjunctivitis ; but 
in Eastern countries the disease is still common and 
is frequently epidemic in character. It is apt to be 
grafted on trachoma and if the eye survives the 
trachoma may be cured. The gonococcal infection 
however once established may be very destructive. 
No specific remedy has yet been discovered 
and the time-honoured method of drainage by 
frequent antiseptic irrigations still forms the 
routine treatment. In recent years the tendency has 
been to use weaker antiseptics with much more 
successful results. The details of treatment have not 
become standardised. Caddy recommends two-hourly 
washes with 1 in 10,000 solution of mercury per- 
chloride or weak boric acid, believing that the eyes 
benefit from the mechanical effect of washing rather 
than from any antiseptic quality of the solution. 
Once daily the eyelids are everted, if this is possible, 
and the conjunctival sac is painted with 2 per cent. 
solution of silver nitrate. Drainage is not impeded 
by covering or bandaging the eyes, but zine or boric 
ointment is applied round the lids. In the adult with 
only one eye infected the other is covered When 
corneal ulceration is present atropine is instilled into 
the eye to allay inflammation and decrease the risk 
of perforation. Gonococcal vaccines are recom- 
mended by Caddy for adults but are held to be useless 
for the treatment of infants. 

The influence of induced pyrexia on the course 
of gonococcal conjunctivitis has, of course, been 
tried and success achieved by means of the 
intravenous injection of typhoid and other non- 
specific vaccines has been reported. It is said that 
this method was used effectively in the Russian army 
during the war. Later other foreign proteins were 
employed, notably the intramuscular injection of 
sterilised milk, a method applied by F. 8. Mainzer* 
to the treatment of young children. In view of these 
experiences and of the success claimed for hyper- 
pyrexia induced by physical means in the treatment 
of genital gonorrhea and its metastatic complications, 





’ Brit. Jour. Vener. Dis., et 1936, p. 202. 
* THE LANCET, 1936, i, 842. 
* Med. Jour. and Record, 1931, exxxiv., 371. 
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this treatment has been tried for gonoecoccal con- 
junctivitis. M. H. Metz‘ recently reported one 
satisfactory result in the case of a child, aged 6, 
treated in the Kettering hypertherm ; and now W. T. 
Hasler and L. Spekter ° give an account of six patients 
treated in their radiant heat cabinet. Three of these 
patients were young children and three were adults 
—the ages varying from 5 months to 35 years. The 
temperature was raised to not more than 106-7° F. 
for 12 hours at each session ; every patient showed 
considerable diminution of conjunctival swelling and 
discharge after the first treatment. In four out of 
six cases gonococci could not again be found in the 
secretions. The improvement made it possible to 
carry out the irrigation treatment with greater ease 
and comfort and in only three cases was a second 
session required. The average length of stay in 
hospital was 15-3 days, as compared with 25-2 days 
in former patients treated with irrigation alone or 
with irrigation and intravenous typhoid vaccine. 
Only one of the patients came for treatment within 
7 days after the onset of symptoms; two of them 
had severe corneal ulceration before treatment was 
begun and each of these lost an eye. 

It is disappointing not to have any report on the 
condition of the patients at a later date than that of 
their discharge from hospital—which was in every 
case less than 25 days from admission. The authors, 
while stating their belief that the benefits derived 
from hyperpyrexia therapy outweigh the risks, 
emphasise the need for careful selection of the 
patients, excluding those with ‘‘ cardiovascular, renal, 
and liver disease, and a history of intolerance such as 
sunstroke.”’ 


TROPICAL MEDICINE AT HAMBURG 


Unver the presidency of Prof. Peter Mihlens 
the tenth meeting of the German Society of Tropical 
Medicine was held in the Institut fir Schiffs- und 
Tropenkrankheiten, Hamburg, on Sept. 25th and 
26th. Prof. Bernhard Nocht, who bears his eighty 
years of strenuous life without a trace of mental or 
physical fatigue, was present at the meeting as 
president of honour (the street in which the institute 
stands bears his name), while among the guests were 
Dr. P. H. Manson-Bahr and Dr. G. M. Findlay. An 
account was given by Prof. G. Giemsa and Prof. 
Nauck of their recent visit to Espirito Santo in Brazil 
where, under more or less tropical conditions, Germans 
have made their homes for some generations. Other 
discussions and papers included a review of the 
end-results of malaria contracted during the war, 
the pathology and treatment of amebic and other 
protozoal forms of dysentery, and the value of 
intracutaneous tests in the diagnosis of leishmaniases. 
Perhaps the most apposite discussion, by reason of 
the importance of the subject to all those nations 
that operate long distance air lines, was on the 
subject of yellow fever and its prophylaxis. The 
discussion was opened by Dr. Findlay, who pointed 
out that in view of the high percentage of animals 
now found both in Africa and South America to have 
immune bodies to yellow fever in their bloods, the 
total eradication of the disease had become almost 
impossible. Some progress had been made towards 
immunisation against yellow fever; the injection 
of human immune serum and of yellow fever virus 
grown for a long period in tissue culture had up to 
the present given the most satisfactory results. 
Prof. Haagen (Berlin) described the pathological 


* Jour. Amer. Med. Assoc., 198. evi., 1658. 
*Ibid., 1936, cvii., 102 





changes produced by the virus; Dr. Kumm (Rocke- 
feller Foundation) and Prof. Nauck told of the situa- 
tion in South America; Dr. Stéfanopoulo (Pasteur 
Institute) also reported on the results of immu- 
nisation with virus and immune serum. By describ- 
ing his researches on Bacillus hepatodystrophicus 
Prof. P. Manteufel (Disseldorf) finally disposed of 
the bacillary origin of yellow fever. 


CANCER FROM GAMMA RAYS 


Ware the carcinogenetic properties of radium 
have been generally recognised for some years, it 
has commonly been supposed that they were attri- 
butable to the emission of alpha and beta particles 
and that the gamma rays were, in this respect, 
virtually harmless. From a case reported by Joan 
Ross! in 1932 it appeared, however, that this 
attitude might require revision: a woman with 
inoperable carcinoma of the breast was treated by 
the insertion of radium needles, one of which, con- 
taining 2 mg. of radium as sulphate, escaped from its 
moorings and eventually became embedded in the 
heart muscle. It lodged in this position for three 
years, at the end of which time the patient died 
and was found, amongst other things, to have a 
malignant hzemangio-endothelioma in that part of 
the liver which was immediately subjacent to the 
needle. Metastases were observed in the lungs and 
bone-marrow. It might of course be argued that 
this pathological juxtaposition was a coincidence, 
especially as there appears to be no record of the 
development of a malignant new growth from 
prolonged exposure of the tissues to irradiation by 
adequately screened radium. Ross however now 
reports ? the experimental production of malignant 
tumours in rabbits by a similar prolonged action of 
gamma rays. Platinum tubes containing 0-1 g. of 
radium were implanted in the thoracic wall with the 
object of inducing some change in the liver, and 
were left in situ. Nine of the thirteen rabbits survived 
for adequate periods of time and in six of these a 
tumour developed in the immediate neighbourhood 
of the radium tube within periods varying from 
97} to 135} weeks. These tumours varied in micro- 
scopical structure according to the position of the 
tube and hence the tissue of origin. Thus one was an 
osteogenic sarcoma (tube in the periosteum), two 
were spindle-celled sarcomata (tube in connective 
tissue), one was a myxomatous sarcoma (tube in 
subcutaneous tissue), and two were squamous-celled 
carcinomata (tube in dermis). Metastases were present 
in three of the sarcomatous examples. No primary 
tumour was produced in the liver. The descriptions 
and microphotographs leave no room for doubt that 
these were genuine tumours and the evidence thus 
clearly ineriminates the gamma rays as a carcinogenic 
agent. Four of the tumours are being subjected to 
further experiments at the Imperial Cancer Research 
Fund laboratories and it will be of interest to learn 
their fate. 

From a clinical point of view these experimental 
results may be compared with the development of 
skin carcinoma in X ray workers datir ; back to the 
days when the necessity for adequate protection was 
not appreciated. But the considerable length of 
time required for the production of these tumours in 
rabbits is out of all proportion to the time during 
which radium tubes are inserted for therapeutic 
purposes, and hence there are no grounds for alarm 
on this score. The demonstration of this carcinogenic 





* Jour. Path. and Bact., 1932, xxxv., 889. 
* Tbid., 1936, xlili., $67. 
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HIGH FLYING 





potentiality of gamma rays emphasises, however, the 
need for care and provides yet another avenue for 
research into the cancer problem. 


MENTAL HYGIENE REUNION 


EXPONENTS of mental hygiene from many European 
countries met in London this week and discussed in 
amity a number of interesting questions. The con- 
ference took place at the Ministry of Health, and 
was organised by the National Council for Mental 
Hygiene. The Duke of Kent, president of the council, 
opened it on Monday afternoon, and speakers from 
Sweden, Switzerland, and Belgium gave addresses 
introductory to a discussion on mental hygiene and 
the cinema. Dr. Jakob Billstrém explained the 
methods of the Swedish film censor, who for twenty- 
five years has kept an eye on films about to be shown 
and has cut out matter which he thinks lawless, 
immoral, or spiritually harmful. He gave a couple 
of lurid examples of excised scenario, and showed 
that the system seems to be as beneficial and neces- 
sary as the supervision of, for instance, food and 
drugs. Dr. A. Repond of Monthey dealt with 
escape psychology and the excessive use of the pic- 
tures as a vice. It is interesting to learn from him 
that insane persons and real neurotics do not care 
for films, presumably because they are already pro- 
vided with a way of escape from reality. He also 
pointed out the enormous power for good or evil 
which lies in the cinema, and the need for an instructed 
censorship. Prof. G. Vermaylen of Brussels sug- 
gested, as instructive uses of the cinema, recreative 
performances for children, educative performances 
at school, and the use by students of education of 
scientific films dealing with the child. Mr. W. Farr of 
the British Film Institute agreed that the cinema had 
potentialities for great harm or for great good. Some 
measure of control was essential, at any rate for chil- 
dren, and such control could be exercised most 
wisely if it was placed in the hands of practitioners 
of mental hygiene. During this week discussions 
will be held en the réle (1) of the nurse and (2) of 
the school in fostering mental hygiene. Members 
will also have opportunities of visiting the best that 
the home counties can show in mental hospitals and 
clinics, and evening receptions are being held by the 
National Council for Mental Hygiene at the Wellcome 
Museum of Medical Science and by the Government 
at Lancaster House. The success of the social part 
of the meeting is already manifest, and is yet another 
demonstration of the fact that when students of 
science, medicine, or psychology get together they 
not only keep alive the spirit of peace and civilisation 
but they also enjoy themselves thoroughly. 


HIGH FLYING 


On Sept. 28th Squadron-Leader F. R. D. Swain 
reached a height of nearly 50,000 feet in a monoplane 
built for the Air Ministry by the Bristol Aeroplane Co. 
This is the first time that the 50,000 feet level has 
been reached by a heavier-than-air machine. Some 
still remember the thrill of watching an Antoinette 
monoplane reach a height of 4500 feet at Reims in 
1910, and before the war 20,000 feet was just passed 
in a biplane of Bleriot type. It was, it is stated, 
the first occasion on which the Royal Air Force has 
attempted to beat the altitude record. The airman 
was only in the air*for 3 hours and 20 minutes, and 
climbing at an angle of 8 degrees he was able to 
reach that altitude with less than 100 miles of flying. 
The temperature at the summit of his climb was 
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minus 49-8°C., and the pressure only 92 mm. of 
mercury, although of course mercury would be solid 
at that temperature. Rather surprisingly he met 
with a wind of hurricane force in this thin air, although 
he was able to remain there for nearly two hours. 
Immunity from discomfort at such a level is the real 
achievement and the earnest of our advancing know- 
ledge of the stratosphere. An altitude of 40,000 feet 
is about the limit at which life is practicable even in 
an atmosphere of pure oxygen; above that it is 
necessary to increase the pressure in the respiratory 
system either by an airtight cabin or by an airtight 
suit. The airman wore a two-piece suit of rubberised 
fabric with a large transparent panel in che helmet 
and a breathing circuit of the closed type. Oxygen 
was supplied through a tube entering the helmet on 
the right side of his face, passing across to an outlet 
on the left side, and then down to a soda-lime canister 
to absorb CO, and water vapour. Using pure oxygen 
the pressure at 50,000 feet within such a suit required 
to give sufficient oxygenation is quite tolerable; 
actually it would enable him to exist in safety and 
even some degree of comfort in a vacuum. Adjust- 
ment of pressure in the middle ear seems to be the 
only trouble, and pilots have to avoid flying should 
they have any swelling of the nasal mucous membrane 
and be unable freely to inflate their ears. - Strato- 
sphere flying does not in fact expose any extraordinary 
strain on the fit pilot and, his own physiological 
problems being reduced to nil, he is able if his pro- 
tective devices do not fail to concentrate on his 
work. 


Sir Leonard Hill, F.R.S., has been awarded by the 
Royal Society of New Zealand the T. K. Sidey 
Summer-time Memorial Medal and Prize for 1936. 
This award, which consists of a gold medal and £100 in 
New Zealand currency, is made to the person who 
in the opinion of the Council of that Royal Society 
has made a valuable contribution to human know- 
ledge by original research into the effect of light and 
solar radiations on human comfort. It was instituted 
in commemoration of the passing of the Summer- 
time Act through the new Zealand Parliament, a 
step in which Sir Thomas Kay Sidey, who gives his 
name to the award, was largely instrumental. The 
award is not given annually, but only at intervals 
when sufficient funds have accumulated. The first, 
and only other recipient of the honour, is another 
English scientist, Lord Rutherford of Nelson. 


THE University of Durham Commissioners have 
issued a second draft of the proposed statutes for 
the University which are in general accordance 
with the recommendations contained in the report 
of the Royal Commission on the University of Durham 
(Cmd. 4815). The Commissioners are ready to con- 
sider representations made to them before Oct. 25th. 
They should be addressed to the secretary to the 
Commissioners, 41, Tothill-street, London, 8.W.1. 


On Monday, Oct. 19th, at 5 p.m., Sir Walter 
Langdon-Brown will deliver the Harveian oration 
to the Royal College of Physicians of London. The 
title of his lecture is The Background to Harvey. 


UNWANTED INpiIcEs TO “THE LANCET.’’—Any 
reader who has an unbound copy not in use of the 
index for any of the years 1932, 1933, 1934 (Vols. I. 
and II.), and 1935 (Vol. I.) would greatly oblige 
by posting the same to the Editor of THe Lancet, 
7, Adam-street, Adelphi, London, W.C.2. 
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PROGNOSIS 


A Series of Signed Articles contributed by invitation 





CXVI.—PROGNOSIS OF DISSEMINATED 
SCLEROSIS 


Few diseases offer greater difficulties in prognosis 
than disseminated sclerosis. Not only is its course 
notoriously variable, making prognosis more than 
usually an individual problem, but the data upon 
which prognosis can be based are difficult to obtain, 
since no single observer has an opportunity of watching 
a large number of patients from beginning to end of 
their illness. Moreover, earlier conceptions of the 
duration of the disease need revision in the light of 
the recognition that unilateral acute retrobulbar 
neuritis is often an early symptom which may precede 
other symptoms by many years. It is very desirable, 
therefore, that the subject should be reviewed. In 
order to make the scope of the inquiry as wide as 
possible this paper is based upon three series of 
patients: (1) 50 consecutive private patients, as 
representative of both early and advanced cases seen 
in consulting practice ; (2) 63 patients seen at the 
Royal London Ophthalmic Hospital (Moorfields) 
during the acute stage of unilateral acute retrobulbar 
neuritis, as ex.mples of patients most of whom are in 
an early stage of the disease; and (3) 58 patients 
at the Star and Garter Home for Disabled Sailors and 
Soldiers, Richmond, all of whom are in an advanced, 
stage of the disease, and whom I am able to include 
through the kindness of Lieut.-Colonel E. L. Gowlland, 
the Commandant. 


DURATION OF THE DISEASE 


Estimates of the duration of disseminated sclerosis 
will vary directly as the care with which the history 
is taken, for the patient often fails to mention early 
symptoms unless specific inquiry is made for them. 
Transitory dimness of vision occurring many years 
previously does not appear to him to be associated 
with the weakness of the legs for which he is seeking 
advice; and other symptoms such as parzesthesiz 
seem even more insignificant. 

The duration of the illness when the patient first 
comes under observation is of some interest, though 
it yields only limited information about the total 
duration of the disease. Birley and Dudgeon (1921) 
found that the average duration before examination 
was 4 years. In my own series of 50 private patients 
it was 5-6 years. These included 11 who were seen 
within 6 months of the onset of sympteins. On the 
other hand 17 had been affected for 5 years or more 
and 10, 10 years or more. In one case the duration 
was 20 years, in one 21 years, in one 22 years, and in 
one 29 years. 

A method of estimating the duration of the disease 
is to ascertain the average period which has elapsed 
between the date of the first symptom recognised 
by the patient, and the date of death in a group of 
fatal cases. Applying this method B. Bramwell 
found the average duration in 36 fatal cases to be 
7 years and 9 months. This figure, which was pub- 
lished in 1904, is certainly too low since the signifi- 
cance of some early symptoms was not as well 
appreciated then as it is to-day. In a series of 11 
fatal cases from the Star and Garter Home for 
Disabled Sailors and Soldiers, Richmond, the duration 
of the illness, calculated from the date of the first 
symptom recognised by the patient till the date of 


death, was 12-5 years. The Table shows these cases 
arranged in quinquennial periods. 


STAR AND GARTER SERIES 


Fatal cases (11) 
Duration of 
illn 


Living cases (47) 

Duration of 
No. of illness No. of 
patients. in years. patients. 

1 0O- 4 e8ee 2 
2 5- 9 sand 7 
4 10-14 a aml 13 
4 15-19 osae 23 

20-24 sine’ 2 


In the case of the Star and Garter patients there has 
been to some extent a selection of chronic cases before 
admission, hence the average duration is possibly too 
long. Ten years, which is approximately the mean 
between Bramwell’s figure and the Star and Garter 
figure, may be taken as reasonably accurate for the 
average duration of the disease in fatal cases. 

That this may be greatly exceeded is demon- 
strated by the figures of the duration of the illness in 
the case of 47 patients at the Star and Garter Home, 
Richmond, all males, who are still alive. In this 
series the average duration of the illness, calculated 
from the date of the first symptoms recognised by the 
patient till the present date, was 13-6 years. The Table 
shows these cases also grouped in quinquennial periods. 
It will be seen that in 25 of the living cases—that is, 
in more than half the total—the average duration 
is over 15 years, but many of these patients had 
already been ill for many years before admission 
to the Home. 


CLINICAL VARIETIES IN RELATION TO PROGNOSIS 


Average figures, however, convey no idea of the 
extreme variability of the course of disseminated 
sclerosis. Though the isolation of clinical types 
of the disease is to some extent artificial, there is an 
observable relationship between the form assumed 
by the disease and the prognosis. An acute form, 
though rare, is well recognised. In this form there 
is widespread and rapidly progressive involvement 
of the nervous system with little, if any, evidence of 
remission. The cranial nerves are more often affected 
than in less acute cases. Bilateral retrobulbar neuritis 
may be present and paralysis of the sixth and seventh 
nerves, dysarthria and dysphagia occur as the result 
of plaques in the pons and medulla. Pyrexia may 
reflect the acuteness of the process and in such cases 
death may occur in from three to six months. The 
classiéal form of the disease, characterised by 
nystagmus, scanning speech, intention tremor, and 
bilateral pyramidal lesions, is most often seen in 
young adults and usually progresses rapidly, 
incapacitating the patient in three or four years. 
A predominantly spinal form leading to progressive 
spastic paraplegia, associated with few, if any signs of 
damage above the spinal cord level, is often seen in 
patients who are not attacked until the late thirties 
or forties. This form is usually very slowly progressive 
and the patient often remains practically stationary 
for many years. The most benign form of the disease 
is that in which long remissions occur, during which 
the patient enjoys normal health. Remissions lasting 
from 10-20 years, or even longer, after an attack 
of acute retrobulbar neuritis, have often been observed, 
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and equally long remissions may follow other early 
symptoms. In my series of 50 private patients 
there were remissions of 13, 15, 17, and 19 years after 
an attack of retrobulbar neuritis, and one of 20 years 
after transitory weakness of a lower limb. In the 
Moorfields’ series an attack of retrobulbar neuritis 
occurred 25 years after transitory weakness of a lower 
limb. Such long remissions are exceptional, but some 
patients, though subject to temporarily incapacitating 
attacks of the disease at intervals of several years, 
nevertheless make a striking recovery from each 
attack. For example, a farm labourer in 1926 
developed weakness of the right arm and leg from 
which he recovered. In 1928 he had two attacks of 
weakness of the left arm and leg. In 1929 he had 
paraplegia and recovered. In 1931 control over 
his bladder was impaired. In 1934 he again had 
paraplegia. After each attack the abnormal physical 
signs, including extensor plantar responses, dis- 
appeared, and to-day, ten years after the onset 
of his illness, he is still working seven days a week as 
a farm labourer. It is clear that the acuteness 
and severity of the manifestations of the disease 
do not necessarily indicate a bad prognosis. In fact, 
an acute single lesion is often followed by good 
recovery and a long remission. Multiple subacute 
lesions usually indicate a more rapidly progressive 
course. In general, the younger the patient the more 
rapidly progressive is the disease, though there are 
exceptions to this rule since an early onset is some- 
times followed by a long remission, and relatively 
acute cases may occur in middle age. 


RETROBULBAR NEURITIS IN RELATION TO PROGNOSIS 
Unilateral acute retro bulbar neuritis is now regarded 
as being almost invariably a symptom of disseminated 
sclerosis. It is usually an early symptom and, since 
stress has been laid upon the long interval by which 
it may precede other symptoms, it is desirable to 
estimate its significance for prognosis: 63 patients 
presenting themselves at Moorfields on account of 
this symptom were investigated with this object. 
In 35 of these it was the first symptom of the disease. 
In the rest it had been preceded by other symptoms, 
usually within the preceding two years, but in one 
case as long as 25 years previously : 33 already showed 
other physical signs of the disease; and, in 46—c.e., 
more than two-thirds—there was evidence of multiple 
lesions in the form either of previous symptoms or of 
coexisting physical signs. In 19 cases multiple 
lesions developed within a period of three months 
before or after the attack of retrobulbar neuritis. 
This symptom, therefore, should be the signal for a 
complete neurological examination of the patient and 
for subsequent careful observation. In the absence 
of other symptoms and signs it is reasonable to hope 
that it wil) be followed by a remission lasting years, 
possibly many years, but this occurs in only a minority 
of cases. The relationship of simultaneous bilateral 
acute retrobulbar neuritis to disseminated sclerosis 
is uncertain. In many cases, perhaps in most, it 
appears to be a symptom of a different, though allied, 
disorder, which is self-limited, and it is then followed 
by no sequel in other parts of the nervous system. 


INFLUENCE OF INTERCURRENT DISEASES, PREGNANCY, 
AND TREATMENT 

It is an old observation that many heterogeneous 
causes sometimes seem to precipitate the develop- 
ment of disseminated sclerosis, such as the exanthe- 
mata, streptococcal infections, influenza, surgical 
operations, the extraction of teeth, trauma, electric 
shock, carbon monoxide poisoning, pregnancy, and 
lactation. The same disturbances occurring in the 


course of the disease 
especially pregnancy. 

The irregular and variable course of the disease 
makes it almost impossible to assess the value of 
treatment. No method at present in use can be 
regarded as at the best more than palliative. 

TERMINATION OF THE DISEASE 

The later stages are marked by increasing disability. 
Progressive ataxia and spasticity of the lower limbs 
ultimately confine the patient to bed, and tremor and 
ataxia of the upper limbs make it more and more 
difficult for him to do anything for himself. Dysarthria 
may render his speech unintelligible. Bladder dis- 
turbances add to his misery. In spite of advanced 
optic atrophy vision is rarely severely impaired. 
Mild disorders of mood and some impairment of 
intellectual efficiency are fairly common, but gross 
mental disorder is rare, though confusional states 
may occur in advanced cases. The characteristic 
euphoria often persists to the end and is some 
compensation for the patient’s distresses. Death is 
usually the result of urinary infection, sometimes of 
bedsores or intercurrent pneumonia. Rarely the 
disease at the end assumes an acute form and rapidly 
extends to involve the bulbar centres. 

IS DISSEMINATED SCLEROSIS EVER CURED ? 

If a remission may last 30 years why not for a life 
time? The overwhelming number of patients in 
whom the disease is progressive should not blind 
us to the probability that the continuous series from 
the most acute to the most benign forms extends 
further to include those in whom a first “ attack ” 
is never followed by another. Thus the factors con- 
cerned in prognosis, especially that unknown variable 
the patient’s resistance, go to the heart of the problem 
of the nature of disseminated sclerosis and its cure. 

W. Roussetxt Brain, D.M., F.R.C.P., 


Physician with charge of Out- ettente to the London 
Hospital ; Physician to the v7, for follepey 
and Paralysis, Maida Yale and the Roya 

London ‘Ophthalmic Hospital. 
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BIRMINGHAM CHILDREN’S HospitaL.—This insti- 
tution is making an appeal for £40,000 for a new 
block of buildings. A line of old houses is to be 
pulled down for its erection and it will have cubicles 
for about 60-70 babies, mostly under 2, each with its 
own equipment so that there is no possibility of infection. 
There will also be rooms for mothers, so that they can be 
at hand to feed their babies, and a milk modifying 
department. 


St. JOHN CLINIC AND INSTITUTE FOR PHYSICAL MEDI- 
CINE.—A special course of lectures free to members of the 
medical profession is being held at the St. John Clinic 
and Institute of Physical Medicine (the rheumatic unit) 
during the coming winter and spring sessions. The lectures 
will be illustrated wherever possible by demonstrations 
of cases, and unless otherwise stated all the sessions will 
be held at the St. John Clinic, Ranelagh-road, 8.W.1. 
The lectures will be delivered on the Friday afternoons 
of the next five months at 4.30 p.m., and tea will be pro- 
vided for those who arrive at four o’clock. With the 
approval of the chief medical officer of the London County 
Council the staff will an a special unit at St. Stephen’s 
Hospital for research on rheumatic disease with which 
the Lister Institute will coédperate. Sir Leonard Hill, 
Dr. E. P. Poulton, Dr. Fortescue Fox, Dr. Leonard Findlay, 
Dr. R. G. Gordon of Bath, Mr. Harold Barwell, and Mr. 
Timbrell Fisher are among those who will assist by giving 
lectures or demonstrations of various methods of physical 
treatment at St. Stephen’s Hospital and the St. John 
Clinic. A full programme of the lecturers and their 
subjects will be found in our advertisement columns 
this week, and further details can be obtained from the 
secretary ‘of the clinic. 
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POST-GRADUATE LECTURES 





Tue brief post-graduate courses held in some of the 
London schools at the beginning of the autumn 
session have proved so popular during the past few 
years that they are being continued and extended. 
This year, as before, we are publishing extracts from, or 
abstracts of, some of the lectures given. Dr. Miller, 
Dr.Wilson, and Mr. Leslie Williams spoke at St. Mary’s 
Hospital, Dr. Moncrieff at the Middlesex, and Mr. 
Jennings Marshall at Charing Cross. 





THE LANGUAGE OF DYSPEPSIA 
(Dr, REGINALD MILLER) 


I aM concerned only with the chronic forms of 
indigestion, and in particular with their differential 
diagnosis, Many find that in really chronic cases of 
indigestion they have difficulty in deciding what type 
of dyspepsia is present, and for this there are several 
reasons, Chief among them, I think, is the fact that 
in this group of maladies physical signs of disease 
are infrequent and none too reliable, whereas of 
symptoms there are enough and to spare. It is this 
multiplicity of abdominal aches, pains, discomforts, 
and sensations which bewilders ; and the text of my 
discourse to-day is that in chronic indigestion the 


abdomen is speaking a language to us which we must, 


learn to understand. In maintaining this I have to 
discuss the significance of the varieties of the 
abdominal symptoms of chronic indigestion, but 
before starting on such details it is necessary to give 
the major headings under which the various forms 
of chronic indigestion are classified. These I give 
not in the order of their frequency or importance, 
but in an order which should be borne in mind in 
practice when confronted with this type of case. 


1. Intestinal indigestion. 


2. Gastric (including duodenal) dyspepsia: (a) organic ; 
(5) reflex ; (c) functional. 


1. Intestinal indigestion.—This is the common type 
where dyspeptic symptoms have existed for many 
years without the occurrence of any abdominal 
catastrophe, and are accompanied by persistent ill- 
health and many nervous symptoms. 

The abdominal sensations are felt along the course 
of the colon, chiefly at the four corners of the 
abdomen ; sometimes there is discomfort right across 
the abdomen, in which case it extends further to the 
right than in gastric or duodenal dyspepsia, or it 
may be vertical at the sides of the abdomen, usually 
down the descending colon. The sensations consist 
of feelings of distension and dull pain, with perhaps 
a feeling of obstruction at the site of colonic spasm. 
They develop rapidly and are accompanied by 
intense misery, with perhaps some shiveriness, 
tingling of the skin, and aching of the muscles. In 
the back there is aching in the lumbago region and 
often in the buttocks. In the presence of colitis 
the abdominal pain becomes sharper, and there may 
be much tenderness in the iliac fosse. The abdominal 
sensations are altered for better or worse by an 
evacuation of the bowels or colon lavage. 


In some ways the discomfort of intestinal indi- 
gestion simulates that of the gastro-duodenal group 
closely. It must be admitted that it can be altered 
by food: in cases with diarrhea pain may come on 
with food, even at table, but more commonly 


the discomfort may be relieved within half an hour 
of taking food. It must also be noted that intestinal 
pain may come on in the night hours ; therefore the 
2 a.M. pain of ulcer and the 4 a.m, pain of appendicitis 
cannot be taken to be of their usual significance 
unless intestinal indigestion has been excluded as 
their cause. But the most characteristic time for 
the discomfort of intestinal indigestion is in the 
morning as the patient begins to stir and dress 
before breakfast. This is very typical and the 
patient should be questioned on this point. Ulcer 
does not seem to produce pain at this time, but it 
may occur in the more or less persistent pain of 
advanced gastric carcinoma. Intestinal discomfort 
may arise at other times in the day when a meal is 
overdue, and if there is relief with the intake of food 
a wrong diagnosis of duodenal ulcer may suggest 
itself, 

The physical signs consist of tenderness along the 
colon, particularly the cecum and descending colon ; 
disorder of the stools (undigested food; excess of 
mucus, particularly if intimately mixed with the 
fecal material; ribbon-shaped motions, &c.); and 
the possible demonstration of colon spasm by an 
opaque meal. 

The types of intestinal indigestion may be grouped 
under the same headings as given above in gastro- 
duodenal dyspepsia: organic, reflex, and functional. 

2. Gastro-duodenal dyspepsia.—Having eliminated 
the possibility of intestinal dyspepsia we have to 
consider dyspepsia of gastric or duodenal type and 
its varieties. Here the dyspeptic sensations are in 
the upper abdomen, mainly in the epigastrium or 
left side, and passing, if at all, but a very short way 
to the right of the midline. At the back pain is felt 
between the scapule or under the left scapula, 
though in duodenal cases it may be felt at the angle 
of the right scapula. The sensations complained of 
are of two distinct types. 

(a) First, there is a dull discomfort accompanied 
by feelings of distension and flatulence, and later 
by a dull burning sensation and acid eructations. 
This type of discomfort comes on from two to four 
hours after a meal, is apt to be at its worst in the 
evening, and is particularly disturbing as soon as 
the patient lies down in bed to go to sleep. It may 
be temporarily relieved by taking fluids, and is fully 
relieved by vomiting: the vomit tending to be 
copious, gassy, and containing food even four hours 
or more after a meal. This type of gastric discomfort 
signifies gastric stagnation, and this may be due 
either to gastric atony usually with hypochlorhydria, 
or to obstruction to the evacuation of the stomach 
at the pylorus or in the duodenum. The obstructed 
cases will tend to show visible gastric peristalsis 
after a meal or distension by a draft of soda-water. 
An opaque meal may here be very useful : a combina- 
tion of hyperperistalsis with gastric stasis is proof of 
the presence of obstructed outflow from the stomach. 

(b) The second type of gastric dyspeptic sensation 
is a sharp doubling-up pain chiefly felt in the 
epigastrium and occurring within two hours of food, 
though rarely at the table. It may also occur at 
about 2 a.M., waking the patient up although he 
has gone to bed quite comfortable. It is relieved by 
food and by vomiting, the vomit being scaldingly 
acid, and even within two hours of a meal containing 
little food. Belching may be troublesome, arising 
from swallowed air. This type of pain goes with 
hyperchlorhydria, hypermotility of the stomach, and 
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gastric hurry. Pyloric spasm probably plays a large 
part in the production of the pain. The significance 
of the night pain is very great, but first intestinal 
indigestion must be excluded as it may occur in that ; 
and secondly, it must be ascertained that it is not 
due to a mere exacerbation of gastric fermentation 
and the patient must be asked if he has gone to bed 
and to sleep quite comfortable. If these two points 
are excluded and the gastric or duodenal origin of the 
pain is assured, then the occurrence of night pain is 
of great significance, for it means that there is either 
local organic disease in the stomach or duodenum 
(usually ulcer) or that pain is reflexly set up as, for 
instance, by a diseased appendix. In other words, this 
night pain does not occur in functional dyspepsia. 

In addition, such points as variation in appetite, 
hiccup, vomiting, condition of the tongue will 
give further and valuable information if properly 
interpreted, 


SEVEN DEADLY PATHOLOGICAL PROCESSES 
OR 


PRAGMATISM AND THE ACUTE ABDOMINAL 
CRISIS 
(Mr. C, JENNINGS MARSHALL) 


It is customary to deal with the abdominal crisis 
by giving long lists of diagnostic errors and “ don’ts ” 
with awful examples—all rather harping on the 
remark, attributed to a variety of eighteenth century 
divines, that ‘there but for the grace of God went 
I!” But as the question of prompt surgical inter- 
vention has almost always to be considered, there is 
much to be said for an alternative and very different 
way of viewing the matter. The life of the patient 
is threatened: what are the lesions whose danger 
can be removed or mitigated by surgical intervention ? 
If we can satisfy ourselves decisively as to the pre- 
sence or absence of any of these lesions, the, major 
anxiety at least is settled. 

As an illustration the case of acute pancreatitis 
may be taken. The life of the patient is clearly 
threatened, but we next must inquire in precisely 
what way. It is not by infection, nor by loss of blood 
(though admittedly there may be bleeding) ; there is 
no paralysis or obstruction of the bowel, no abscess 
or other poisonous accumulation to drain away. 
The danger clearly is shock, and it is impossible to 
concede that incisions into the pancreas or chole- 
cystostomy or indeed any operative procedure 
during the early period are going to improve the 
situation, however necessary they may be at a later 
stage for drainage, removal of sloughs, stones, and 
so on. 

In the circumstances under discussion, surgery 
can :— 


(1) secure the arrest of Hamorrhage ; 


(2) close a Leak (acute peritoneal invasion) ; 

(3) relieve Obstruction (any viscus or canal) ; 

(4) drain an Abscess (visceral, intraperitoneal) ; 
(5) correct Torsion (visceral or neoplastic) ; 

(6) deal with Infected tissue, possibly necrotic from 


ischeemia, infection, &e.; 
(7) drain Infective material from the peritoneum 
(beemic or visceral invasion). 


A list somewhat arbitrarily arranged, admittedly, 
but inclusive of the gamut of surgical activities in 
acute abdominal disease. The variations in their 
application are wide and flexible, and a consideration 
of the pathological grouping will give a more “ rapidly 
converging series.” Though some overlapping is 
inevitable. In the main however the items form 
clinically distinctive groups. 
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HZMORRHAGE 


Internal hemorrhage, in the non-traumatic cases 
where the question of complication by shock does 
not arise, gives a very clear-cut picture having many 
features in common with shock, but contrasted from 
it by the acute air-hunger, the restlessness and 
pallor; it arises most frequently from extra-uterine 
gestation, rarely from abdominal aneurysms and 
inappreciable traumata of enlarged spleens. The 
acute irritation of the peritoneum by blood produces 
rigidity and tenderness simulating bacterial invasion, 
particularly when pyrexia develops in the reactionary 
period. Extraordinarily common and suggestive are 
referred phrenic shoulder pains and hypersthesia. 

In the tragically common crush traumata of the 
upper abdomen shock, hemorrhage from the liver 
and spleen, and rupture of the upper small gut loom 
large as possibilities. Shock, essentially accompanied 
by depression of blood pressure, differs from the 
clinical picture of internal hemorrhage in the apathetic 
but fearful mentality, the shallow respiration, and 
the livid, somewhat cyanosed colour. The indications 
of extravasation from the bowel are comparatively 
late and in part equivocal owing to rigidity from 
parietal bruising ; and the actual onset of any hemor- 
rhage may be late (reactionary) owing to the existence 
of shock. The observation of such cases must there- 
fore be critical and prolonged. The considerable 
majority of patients with abdominal injuries from 
motor accidents are either lethally shocked ab initio 
(this group including the majority of visceral injuries) 
or are recoverably shocked, the great proportion 
of this group without visceral lesion. One may be 
forgiven for wondering how many such cases of 
**motor injury” are deprived of their only chance 
of recovery—the avoidance of the slightest possible 
aggravation of shock—by the universally approved 
method of being “rushed to hospital” (the only 
way!) in a clanging ambulance, at the earliest 
possible moment—I care not however gently moved. 

Operation for abdominal injuries must obviously 
be perfarmed only on clear evidence of progressive 
hemorrhage or of extravasation; on the other 
hand this must not be delayed a moment longer 
than necessary after proof of such lesions. The main 
evidence is obtained by repeated comparative obser- 
vation of physical signs. Radiography for free gas 
is important here; absence of liver dullness in 
extravasation, and variations in flank dullness 
in cases of hemorrhage are more easily described in 
print than established clinically, apart entirely from 
their fallacies. The assessment of the significance 
of a rising pulse-rate taking into account the general 
condition, the estimation of deepening or lessening 
shock, and the possible effects of treatment con- 
stitute one of the most difficult judgments one is 
called upon to make. 


ACUTE INVASION OF THE PERITONEUM 


Leakage into the peritoneal cavity after perfora- 
tion of peptic or intestinal ulcers or rupture of 
empyemata, abscesses, or cysts (e.g., hydatid) is some- 
times followed immediately by fainting, which for 
a while may obscure the intense overwhelming pain 
that usually ensues. The classical board-like rigidity 
and tenderness of the abdomen are associated with 
a stillness of abdomen and patient contrasting 
strongly with that seen in colicky conditions. This 
is one of the unmistakable pictures of acute clinical 
surgery. It is followed by the well-known deceptive 
period during which the abdomen becomes relatively 
soft and mobile; but the deception I think is not 
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so great as is sometimes stated, especially as the 
pulse-rate in any case steadily mounts until the 
ominous third stage of distension, tenderness, and 
rigidity of septic peritonitis supervenes. In no 
surgical emergency is the case for prompt inter- 
vention stronger ; yet it is better to wait for a short 
while during the stage of so-called shock, which 
responds so promptly to treatment that no harm 
is done by waiting. Operation is required in the 
main to prevent progressive peritoneal infection— 
€.g., by the closure of perforations. Only in massive 
invasions is it necessary to insert a pelvic drain ; 
mopping-dry of the effusion round about the per- 
foration is usually all that is required, care being 
particularly necessary in the case of duodenal 
perforation to dry the spaces about the liver. 


OBSTRUCTION 


Acute obstruction of body canals, signalised 
earliest by colic due to distension, and often then 
quite diagnostic in site and reference, is frequently 
confused in symptomatology owing to the oppor- 
tunity for diffusion in both spinal and pre-spinal 
centres ; so that in very severe cases there is initially 
a general similarity of the symptom-complex—e.g., 
generalised abdominal pain and vomiting—while in 
other cases perplexing simulations arise. The fre- 
quent diffusion of renal pain is particularly common : 
I have come to regard an appendicectomy scar as, 
to say the least, a common accompaniment of ureteral 
stone or other urinary obstruction. Tenderness is 
always present in the loin owing to renal distension, 
and the significant finding is red cells in the centri- 
fugalised urine. (Cellular as opposed to chemical 
findings in general in the urine are far more important 
surgically.) Operation is indicated only when anuria 
occurs. 

Appendicular obstruction, whether primarily mecha- 
nical or secondary to inflammatory changes, is of 
great importance, giving epigastric, umbilical, hypo- 
gastric, or generalised pain associated with deep 
iliac fossa tenderness. With its inferred menace of 
sudden invasion of the peritoneum by bursting, it 
demands immediate surgery. 

Intestinal obstruction is first indicated by transverse 
abdominal colic with reflex vomiting and variable 
collapse. By examination of the hernial orifices, by 
clinical and radiographic examination of the abdomen 
for asymmetry, distension, and immobility of certain 
coils, and audible evidence of a turbulent bowel, 
and by the crucial demonstration by enemata 
(repeated if need be) that obstruction of the gut is 
present, it should be possible to diagnose the condi- 
tion before the classical near-terminal copious ster- 
coraceous vomit appears. In this way the present 
high mortality could be reduced. Where so-called 
acute obstruction supervenes on the chronic, the 
history will be of value, and the obvious peristalsis 
and gut hypertrophy, perhaps with tumour, usually 
make the diagnosis unquestionable. Here again 
radiography is useful, particularly in localisation. 
The rare volvulus of the sigmoid gives a very charac- 
teristic clinical picture by producing extraordinarily 
rapid abdominal gaseous distension. 

Biliary colic in its typical form is unmistakable 
and does not demand surgical intervention. Remem- 
ber we must not expect jaundice, at the start at any 
rate. Where pain is referred generally over the 
abdomen, to the navel, and the gall-bladder is deeply 
situated, the ordinary method of ascertaining tender- 
ness frequently fails, and it} will then be found 
preferable to use the method I have described of 
palpation from behind in the sitting posture (dangle 


position) ; the trunk is loosely flexed and the arms 
loosely dangle alongside the knees. Only when 
obstruction has resulted in distension of the gall- 
bladder with pus does it become necessary to 
consider operation. 

Colic of the Fallopian tubes accompanies tubal 
abortion and is experienced in the hypogastrium. 
There is some danger from hxemorrhage but this is, 
as a rule, not so severe as that associated with tubal 
rupture. More often the result is a pelvic mass 
(hematoma) simulating inflammation by its tender- 
ness and pyrexia. 

TORSION 


Torsion of a non-intestinal viscus—e.g., spleen or 
ovarian cyst—causes colic and reflex vomiting with a 
patient remarkably comfortable between attacks. 
The palpation of the tumour indicates operation 
for relief of symptoms although life is only indirectly 
threatened ; excision, or rectification of the torsion, 
may be feasible. 


INTRA-ABDOMINAL FOCI OF INFECTION 


Under this heading come a great many conditions 
in which infections extend or threaten to extend into 
the peritoneal cavity ; and, what is still more impor- 
tant—e.g., in the case where necrotic tissue is present 
—will persistently and massively continue to infect it. 
The most deadly are those in which infection and 
necrosis have supervened on obstruction, as in 
appendicitis or cholecystitis. There is a group of 
abscesses—e.g., appendicular, pelvic, rarely sub- 


‘ phrenic, extremely rarely perinephric—in which pus 


for a while localised presents the constant possi- 
bility of a deadly and overwhelming invasion of the 
peritoneum. Strangulated and infarcted bowel also 
have to be considered; their menace is dual— 
obstructive and infective. 

Abscesses in general are to be drained without 
opening the peritoneal cavity. Thus pelvic collec- 
tions May sometimes be evacuated with aid per 
rectum ; appendicular abscesses may be approached 
laterally and similarly drained without soiling of 
the clean peritoneum. In other instances, both 
with abscesses and visceral empyema or necrosis, 
access will have to be through the peritoneum with 
all possible precautions to minimise infection. Necrosis 
in general gives clear indication for resection of the 
affected tissue; empyema, of the gall-bladder for 
example, may be met by drainage, but probably 
resection is in any case better. 

Acute peridiverticulitis offers considerable problems. 
The diagnosis from appendicitis and other causes 
of pelvic infection may not be clear, and here as 
elsewhere I can strongly recommend re-examination 
under the anesthetic as a most valuable last-minute 
means of verifying the diagnosis. Where there is 
extensiye necrosis exteriorisation or resection will 
have to be practised; otherwise anchorage under 
the incision with adequate drainage is effective ; 
considerable faecal extravasation from the perfora- 
tion is very uncommon. Abscesses arising from this 
condition are drained secundum artem; of tenthey 
burst per rectum, and often, unfortunately, into the 
bladder with a very worrying fistula as a consequence. 

Salpingitis is a condition where conservatism is 
now dominating treatment during the acute stage: 
only where there is clear evidence of unchecked 
upward extension into the peritoneal cavity should 
emergency operation be undertaken. Usually the 
sealing of the tubes is early and effective, together 
with the adhesion of neighbouring structures ; 
necrosis and secondary rupture into the peritoneal 
cavity are very rare. Treatment in the Fowler 
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position, therefore, is the chief indication once the 
diagnosis, sometimes difficult from appendicular 
pelvic abscess, is clearly established. In making 
such a diagnosis attention should be paid to the 
position of the swellings and the tenderness, to pain 
in relation to uterine movement, and—a sign I have 
often found—to loin pain due to acute para-aortic 
lymphadenitis. 
PERITONITIS 

Much difficulty arises in the diagnosis of certain 
hematogenous or “ idiopathic ” cases of peritonitis, 
such as the pneumococcal. Where the diagnosis is 
regarded as clear, the presence of a causative, per- 
sistently infecting lesion being excluded, there is 
little doubt that the acute phase is best left to the 
peritoneum to look after, the patient being placed 
in the Fowler position and operative interference 
deferred until it is seen that the infection is mastered, 
when the collection of pus may safely be evacuated. 
It is really only in such circumstances, where there 
is accumulation of fluid or infective material, that 
peritoneal drainage is of practical value. No such 
effect as general peritoneal drainage is ever obtained ; 
drainage material within a very short while becomes 
localised off from the general cavity in a sheath of 
bowel and omentum, cemented by the lymph that 
forms with extreme rapidity from the peritoneal 
lining. In drainage of well-demarcated cavities, 
such as chronic abscesses and visceral cavities 
containing pus, this reservation of course has not the 
same force. 


COUGH IN CHILDREN 
(Dr. ALAN MONCRIEFF) 


THE commonest symptom in out-patient work in a 
children’s department is undoubtedly “cough,” and 
I have thought it preferable to deal with this com- 
plaint rather than with any of the diseases in which 
it specially occurs. Not only is it the commonest 
presenting symptom in childhood taken as a whole, 
but as a rule it is not associated with disease in 
the chest, so that the average text-book dealing 
more particularly with disease syndromes does not 
adequately cover its more usual causes. 

Viewed as a modified reflex act, cough can be 
regarded as always having somewhere a site of origin. 
I do not propose to deal in detail with the very 
interesting work which has been done in recent years 
on the relative sensibility of the various areas, but 
I must mention that the origin of the cough reflex 
is much more likely to be in the upper part of the 
respiratory tract—i.e., above rather than below the 
bifureation of the trachea. The simplest way to 
consider the subject is to follow the respiratory 
tract down fron its upper reaches and thus enumerate 
the different areas from which a cough may arise. 
Acute inflammation of the nose and nasopharynx 
comes first, and it is here that adenoids and infections 
of the nasal sinuses are of great importance. Pharyn- 
geal coughs and tonsillar coughs are probably the 
commonest you find in childhood, and it is well to 
realise that a cough rather than the complaint of a 
sore-throai is the presenting symptom in most cases 
of tonsillitis in the young child. It is just this type 
of cough which is diagnosed as bronchitis by the 
mother and often treated as such without medical 
advice ; which, in the case of diphtheritic tonsillitis 
for example, may be a disastrous course. 

The middle ear may strictly be regarded as a 
branch of the respiratory tract, but I doubt whether 
a cough ever arises as a result of ear disease alone, 
although I have been told of an instance where a 
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foreign body in the external auditory meatus did 
appear to be the cause of cough. Next on the way 
down comes the larynx, and here the characteristic 
‘“‘croupy’”’ element generally makes diagnosis easy. 
In the child most laryngeal coughs are due to a com- 
bination of inflammation and spasm, and quite apart 
from the strict groups of laryngitis and laryngismus 
there are two conditions to be remembered of import- 
ance with a croupy cough. One is the early stage of 
measles in which the cough is probably due to Koplik’s 
spots on the laryngeal mucosa and the other is retro- 
pharyngeal abscess. Arising from the trachea are a 
group of coughs—harsh, painful, ineffective—which 
are the end-results of an infection of the nose spread- 
ing downwards. Coughs of tracheal origin may also 
occur with an enlarged thymus or enlarged medi- 
astinal glands. Inflammation of the bronchi may be 
associated with extraordinarily little cough; usually 
there is a certain amount of coughing, but it is notice- 
able that this diminishes as ‘the finer tubes become 
affected and even more if the inflammatory process 
reaches the alveoli. Pneumonia, for instance, may 
be an almost silent disease, and such a serious malady 
as acute miliary tuberculosis gives rise to little or 
no cough. In speaking of tuberculosis I would 
emphasise that this disease as a cause of cough in 
childhood is comparatively rare. 

Still further down, so to speak, comes the pleura, 
and a short period of irritating cough is a feature 
of the early dry phase of pleurisy. Of the other forms 
of cough, which do not appear in this list, whooping- 
cough is the most important. The diagnosis of this 
malady by means of the cough plate is becoming 
perfected, and I have found the sublingual ulcer of 
very great value, particularly in the early stages. 
The possibility of a “stomach cough ” is supported 
by certain experiments, but I think more often the 
cough and the gastric upsets have a common origin 
in the catarrhal state of the pharynx. Finally cough 
may sometimes be a habit spasm. 

When the origin of a cough has been correctly 
diagnosed treatment becomes relatively simple. 
Clearly for coughs affecting the upper respiratory 
tract a sedative linctus is indicated in addition to 
measures dealing with the local infection. A useful 
prescription is (for a child of one year): tinct. opii 
camph., oxymel scille, and glycerin., aa 10 minims ; 
water to 60 minims; one teaspoonful as required. 
If there is evidence of bronchitis some expec- 
torant mixture is usually employed, but I am 
coming to believe less and less in the value of these 
drugs. The commonly used tincture of ipecacuanha 
in doses of 5 to 10 minims is probably largely 
ineffective, while larger doses may seriously upset 
a child’s digestion. Probably the best clinical 
measure in bronchitis is to give a copious supply 
of fluid to keep the bronchial secretion from 
becoming thick and retained. For the same reason 
a moist atmosphere is also beneficial, provided it 
is not allowed to get too warm ; it is best obtained 
by steaming a kettle into the room at intervals 
while the temperature is not allowed to rise 
higher than about 65-70°F. Liniments applied 
to the chest are probably mostly of value because 
they lead to the child inhaling a certain amount of 
the medication vaporised by the warm body. 

With recurrent bronchitis in the young child two 
points should be kept in mind as regards treatment. 
The first is that asthma often masquerades in this 
guise; the second, that the atmosphere of many 
houses is dry and dusty and may predispose to 
inflammation of the delicate mucous membrane lining 
the respiratory passages. 
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THE TREATMENT OF ASTHMA 
(Dr. C. M. Wrison) 


At one time a cold in the head infecting both 
antra left me with asthma although I do not come 
of asthmatic stock. I have now been free from 
asthma for some years, but my experience as an 
asthmatic stretching over some months has influenced 
my attitude towards treatment. My physicians 
spent a long time in examination of the chest, but 
only the smallest fraction of the consultation was 
devoted to treatment. Moreover they left me 
convinced that I had asthma for life. A middle-aged 
doctor contracting asthma is in no need of depressing 
doctrines, he himself will supply the note of pessimism. 

Nothing is known of the asthma diathesis which is 
the essential factor in the pathogenesis of the disease. 
If it is due to some change in the chemistry of the 
blood we know nothing of that change. Accordingly 
the congenital abnormality at the bottom of the 
malady remains untreated. The effect of altitude is 
interesting in this connexion, and this effect is seen 
if the patient goes up in an aeroplane just the same 
as if he lives in the Alps at a height of four thousand 
feet, suggesting that it is lowered oxygen tension or 
some such factor that leads to the biochemical 
changes which bring freedom to the asthmatic. 
The vast majority of asthmatics lose their asthma in 
the Alps, but it soon recurs on returning to lower 
levels. It is not therefore a very helpful line of 
treatment. But in the case of asthmatic children, 
permanent relief often follows a prolonged stay in 
the Alps. At such places as Montana, Villars, and 
Chateau d’Oex children can be educated in schools 
where English is spoken at no greater expense than 
at a good preparatory school when it is remembered 
that the child also spends his holidays in Switzerland. 
In people with the asthmatic diathesis certain stimuli 
—chemical, reflex, and psychical—lead to bronchial 
spasm. The chemical stimuli such as the emanations 
from animals and so forth raise the question whether 
skin tests are worth doing in an asthmatic. Dramatic 
results have followed the removal of noxious material 
or desensitising the patient to the protein concerned, 
but skin tests have on the whole proved disappointing. 
Of the reflex causes of asthma, an overloaded stomach 
is a proverbial cause of trouble and there are places 
on the continent where the patient is allowed nothing 
to eat after 5 P.M. 

As far as the nese is concerned, though many 
claims have been made, the results of treatment are 
not very encouraging. Everyone will agree that if 
there is infection of the sinuses it is likely to lead to 
bronchitis and that an attempt must be made to 
clear up the infection. If there is pronounced nasal 
obstruction due to a deviated septum or polypi 
there is something to be said for the provision of a 
clear air-passage when other methods of treatment 
have failed. The touching of the nasal mucous mem- 
brane with the cautery under cocaine is perhaps 
the most hopeful method open to the aural surgeon, 
especially if the nose appears healthy. But only a 
fraction of cases respond and relapses are common. 

One can hardly exaggerate the importance of the 
mind in asthma. As a man may go to bed knowing 
that he has an early train to catch, so an asthmatic 
retires anticipating a nocturnal attack. For months 
I myself woke every night at 2 a.m. which could not 
be attributed to any organic reason. An asthmatic 
must be weaned from his habit. Nothing else in the 
treatment of asthma is of the same importance as 
the discipline of the mind. The mental processes are 


familiar to anyone who has suffered from the disease. 
To those who happily have not learnt these processes 
by personal experience the letters of Disraeli to 
Lady Bradford will be instructive. Disraeli thanked 
God for the gout because he was generally free from 
asthma when he had gout. But when he was near 
the end Queen Victoria insisted on a second opinion. 
Kidd, his doctor, called in Sir Richard Quain, but 
Quain refused to meet a homeopath, and only con- 
sented to do so when it was represented to him 
that it would be disloyal to do otherwise. Even 
then he demanded in writing assurances that Kidd 
was acting under him and that Disraeli was being 
treated not by homeopathy but by allopathy. With 
these assurances Quain consulted the Head of the 
Profession and, receiving the ‘‘ All Clear,” proceeded 
with Kidd step by step and arm in arm in hopefulness 
to hold their first consultation. 

In the treatment of the actual attack adrenaline is 
most useful. The unpleasant palpitations following 
the hypodermic injection and the possible injurious 
effects on the blood pressure and arteries are avoided 
by giving small doses. One or two minims is adequate. 
Adrenaline can usefully be given as a vapour.’ 
Ephedrine has the advantage that it can be taken 
by mouth and that the effect lasts six or eight hours. 
The inhalation of fumes from burning such substances 
as stramonium is liable to irritate the bronchial 
mucous membrane, so that I never use this method 
in an attack. 

In suitable patients the use of physical exercises ! 


‘ in asthma is a more hopeful line of treatment than 


any medicinal remedies. The difficulty in asthmatic 
breathing is to empty the lungs which are over- 
distended. The first object of the exercises is to 
teach the patient how to do this by using the lower 
part of his chest and abdominal muscles and by 
diaphragmatic breathing instead of using only the 
upper part of the chest. Exercises should be carried 
out with the assistance of a masseuse who is an 
expert in remedial exercises. The art of treating 
an asthmatic is an individual art, but there is one 
secret common to all successful treatment and this is 
to teach the patient to discipline his mental processes. 
The consensus of informed opinion will probably 
now wish to add another discipline, the control of 
the respiratory movements. 





RECENT CHANGES IN OBSTETRIC 
PRACTICE 
(Mr. Les~tre WILLIAMS) 


Tue subjects I am to talk about may conveniently 
be taken in the order: pregnancy, labour, and the 
puerperium. 

X rays.—The position of radiography in obstetrics 
is changing. Like others, I have felt in the past 
that to call in the radiologist for the diagnosis of 
twins was a confession of incompetence; but the 
time will soon come when a radiogram will be as 
necessary in pregnancy as it now is in cases of frac- 
ture, for the protection of the doctor. Another point 
is that an expert can give the exact measurement 
of the pelvic brim and outlet in millimetres. The 
emphasis is on the word expert, for the measurement 
requires special apparatus, technique, and experience, 
and cannot be made by an amateur. Unfortunately 
no one can give the exact measurements of the fetal 
head. 





+ Dr. Wilson demonstrated ap us for adrenaline 
as a vapour and showed a film 
exercises in asthma. 
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Antenatal care.—Many of us forget to take care of 
our patient’s teeth ; although, if she is taking milk, 
she is likely to be getting enough calcium, the loss of 
teeth would probably be prevented by giving daily one 
or two capsules of calcium and a vitamin-D prepara- 
tion. Repeated readings of the blood pressure are 
more important than repeated examinations of the 
urine, and they should be taken at least as often. 
I will give you an example of this. I had a patient 
whose pressure rose from 120 to 135 mm. Hg. She 
was admitted to hospitul and labour was induced. 
Her blood pressure rose to 160 and she was having 
strong pains before albumin made its first appear- 
ance in the urine. Yet she was blind and her urine 
solid with albumin before she was delivered. 

Version is performed nowadays rather earlier than 
was the custom formerly ; it is done at 34 weeks for 
an ordinary breech and at 32 weeks if the legs are 
extended, instead of at 36 and 34 weeks respectively. 
But it should not be done unnec¢ssarily early. Opinion 
is divided on the advisability of anesthesia. I con- 
sider that version should first be tried without an 
anesthetic ; but if it fails full surgical anesthesia 
should be induced without allowing any degree of 
asphyxia. Gas-and-oxygen should not be used for 
the purpose. 

Conduct of labour.—The wearing of masks at 
deliveries should now be universal. It is of proved 
value in reducing puerperal sepsis. The mask must 
cover the nose, fit at the sides and chin, and be thick. 
We are liable to be too optimistic about antiseptics : 
even the valuable ones which we now possess must 
be given time to work; 30 per cent. Dettol cream 
ean sterilise the vulva and perineum if given five 
minutes, but the casual swilling of the hands in any 
antiseptic is useless. 

Breech presentations.—When you have diagnosed 
a breech presentation you must determine whether 
the legs are extended. When they are flexed the 
foetus sits on top of the pelvis, but when they are 
extended the more pointed rump sinks down into 
it. In delivering a breech with extended legs the 
legs are not brought down except in one circum- 
stance ; if there is plenty of room the child will be 
born spontaneously as far as the popliteal fossa 
when the legs may be got down. If there is not much 
room labour should be induced at 36 weeks. If 
however the patient comes to labour and one buttock 
presents while the other presses on the sacrum you 
conclude that you are dealing with a case where there 
is not sufficient room ; this is the exceptional circum- 
stance when an anesthetic should be given, the breech 
pushed up, and the legs brought down. The rule is 
not to pull on a breech for fear of extending the arms, 
but if they are already extended no harm will 
be done. When the child is born as far as the umbili- 
cus, therefore, feel whether they are extended and, 
if so, raise the child towards the mother’s abdomen 
until the posterior shoulder is within reach and 
bring that arm down; the other arm may then be 
got down by lowering the child. Before delivering 
the head let the child hang down freely for a moment, 
the mother being in the dorsal position, and then 
keep the child’s body taut, raise it up over the 
mother’s abdomen and exert suprapubic, not fundal, 
pressure. By this method the head is born easily and 
there is usually no need to exert jaw and shoulder 
traction. 

Induction.—The first method of induction to try 
is castor oil, hot bath, and enema; quinine may 
be given too but I consider it risky. If this fails, it 
is worth while to try giving 100,000 international 
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units of wstrin at 8-hourly intervals for five doses. 
This seems to sensitise the uterus, and a repetition 
of the oil, enema, and bath after two days may be 
successful. Small doses of pituitrin, 0-2 or 0-25 c.cm., 
may also be given hourly for six doses provided 
that no further injection is given once the pains 
start. 


Test labour.—There has been a lot of talk lately 
about test labour. The modern tendency is to let a 
patient in whom you anticipate difficulty go into a 
trial of labour in which there are two components : 
Can the uterus succeed in overcoming minor diffi- 
culty without undue damage occurring? Can you 
keep that woman aseptic for 24 hours of labour so 
that she is as fit for Cesarean section as she was at 
the start? This second may be achieved in an obstet- 
ric hospital, but my retrogressive opinion is that 
trial labour plays no part in domiciliary or nursing- 
home deliveries ; for them labour must be induced 
slightly early. But test labour in proper surroundings 
has its advantages and saves many cases from having 
Cesarean section. It is therefore good that cases 
under good hospital conditions should have the benefit 
of trial labour. No one can be infallible and say 
for certain that a head will not go through, and in 
the majority of cases where there is doubt the uterus 
will push it through. But in private practice, 
provided that the thirty-sixth week has been reached, 
it is best to induce by rupturing the membranes with 
a pair of toothed forceps pushed firmly through the os. 
The liquor should be evacuated as completely as pos- 
sible. Occasionally this fails, when recourse must 
be had to the hydrostatic bag or the use of cestrin, 
oil, enema, and bath. 


Treatment of the puerperium.—I want to refer to 
the trial at Queen Charlotte’s isolation block of 
Prontosil and sulphonamide. They are both highly 
toxic, and of value against Group A hemolytic strep- 
tococci only; for any other infection they may do harm 
and in our present state of knowledge therapy with 
these toxic dyes is best left to the expert. It may, 
however, be permissible to give sulphonamide by the 
mouth as a prophylactic to a case that has been 
exposed during delivery to a hemolytic streptococcal 
infection, as for example a patient in contact with 
anyone with an acute sore-throat. 


My experience in a large series of cases has been 
that the antistreptococcal sera are not only no good 
but definitely harmful both for prophylaxis and 
treatment. 


FELLOWSHIP OF MEDICINE AND Post-GRADUATE 
Mepicat Association.—A fortnight’s all-day course in 
gynecology will be given at the Chelsea Hospital for Women 
from Oct. 19th to 3lst, and a week’s course in neurology 
will be given at the West End Hospital for Nervous Diseases 
from Oct. 19th to 24th. From Nov. 2nd to 14th there will 
be an advanced course in urology at St. Peter’s Hospital, and 
a course in medicine, surgery, and gynzcology at the Royal 
Waterloo Hospital. Week-end courses will be held as follows: 
general surgery at the Royal Cancer Hospital (Oct. 17th 
and 18th); obstetrics at the City of London Maternity 
Hospital (Oct. 24th and 25th); physical medicine at the 
St. John Clinic and Institute of Physical Medicine (Nov. 7th 
and 8th). An evening course of clinical cases and patho- 
logical specimens in preparation for the M.R.C.P. examina- 
tion will be given at the National Temperance Hospital 
at 8 p.m. from Nov. 24th to Dec. 10th, on Monday, Nov. 
23rd, and on Wednesdays and Fridays from Nov. 25th 
to Dec. 16th, at 8.30 p.m. There will also be lectures on 
endocrinology. Detailed syllabuses of all courses may be 
obtained from the secretary of the fellowship, 1, Wimpole- 
street, London, W.1. 
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SPECIAL ARTICLES 





THE NEW ULTRACENTRIFUGE 
INSTALLATION AT THE LISTER 
INSTITUTE 





On Tuesday, Sept. 29th, the Governing Body and 
Prof. J. C. G. Ledingham, F.R.S., director of the 
Lister Institute for Preventive Medicine, entertained 
to tea Prof. Svedberg, of Upsala, and a number of 
interested physicists, biochemists, and biologists 
on the occasion of the completion of the new ultra- 
centrifuge plant. 

The director, in extending the heartiest welcome 
to Prof. Svedberg and to the guests present, explained 
that in anticipation of Prof. Svedberg’s visit to 
London on his way home from the Harvard celebra- 
tions, every effort had been made to put the finishing 
touches to the new installation and that only a few 
days previously the velocity centrifuge had passed a 
satisfactory trialrun. Dr. McFarlane, Lister Institute 
fellow in biophysics and a former pupil of Prof, 
Svedberg, had been almost entirely responsible not 
only for the design of the building to accommodate 
the new plant, but also for the supervision of the lay- 
out and assembly of all the accessory connexions, 
electrical, optical, refrigerating, and so forth, carried 
out by the Institute’s engineering staff. Throughout 
the whole work he had enjoyed the constant advice 
and coéperation of Prof. Svedberg, for whose services 
in this connexion they were profoundly grateful. 
The total cost of the installation including the new 
building was in the neighbourhood of £7000, of which 
sum the Rockefeller Foundation had most generously 
contributed £3400 to cover the outlay on the new 
machines supplied by Prof. Svedberg. 

In the course of a brief address, Prof. Svedberg 
said that he welcomed the application of the ultra- 
centrifugal methods devised by him to the investiga- 
tion of problems of medical interest and that he was 
more than delighted with the new installation which 
embodied several new and useful features locally 
devised. Prof. Robison thanked Prof. Svedberg 
for his address and referred to probable uses of the 
new plant in biochemical fields. The company then 
adjourned to the new building where the centrifuges 
were seen in action and their mechanism explained. 


THE NEW BUILDING 


The new laboratory is specially designed and 
equipped for investigations into the physical nature 
of very small particles, particularly protein molecules, 
but it is hoped also to extend its use to the study of 
the less well-defined entities such as viruses, phages, 
and antibody complexes. 


The ground floor is largely taken up by two ultra- 
centrifuges and their auxiliary machinery. Both machines, 
which were made in the workshops of the University of 
Upsala to the design of Prof. Svedberg, have optical 
arrangements which make it possible to observe and 
photograph the contents of the rotating cell. 

The smaller of the two machines is called the equilibrium 
centrifuge and is used for the determination of absolute 
particle size or weight. It runs at speeds up to 18,000 
r.p.m, and usually for several days and nights continuously. 
The particles have then ceased moving and a state of 
sedimentation equilibrium is set up, which allows of the 
calculation of absolute size from the final photograph. 

The larger machine generates much greater centrifugal 
forces, up to half a million times gravity, and serves to 
throw down even the smaller protein molecules completely 
in a few hours, It is used to measure the sedimentation 


velocity constant of pure proteins and of the components of 
a mixture. In the case of native protein mixtures, such 
as blood-serum, it is possible to centrifuge these without 
previous chemical treatment and to determihe from the 
photographs the concentrations in which the component 
proteins are present. 

The machine comprises a chrome nickel steel rotor of 
7 in. diameter rotating inside a massive steel housing from 
which the air is evacuated and hydrogen is admitted 
at low tension. The rotor is driven by high pressure 
oil on the turbine principle and the oil is also used to 
maintain the rotor at a constant low temperature. The 
usual speed is 60,000 to 70,000 r.p.m. and elaborate under- 
ground foundations are necessary to prevent the trans- 
mission of vibrations to the optical system. 

Owing to the position of the Lister Institute on a 
reclaimed bank of the Thames it was necessary to 
drive piles to a depth of 40 ft. to support these founda- 
tions. The centrifuge is entirely controlled from an 
adjacent room in which temperature, speed, oil 
pressure, vacuum pressure, hydrogen pressure, &c., 
are measured and regulated with great accuracy. 
Photographs are taken every ten minutes through a 
window in the wall of the control room. Mono- 
chromatic light isolated from the mercury are is 
used and the wave-length is chosen to suit the light 
absorption of the protein. 

On the upper floor a roomy laboratory is provided 
for general chemical and physical investigations. 


_ A smaller room which is maintained at a constant 


temperature is intended for measurements of pH, 
conductivity, refractive index, and cataphoresis 
constants. For measurements of the latter an optical 
system is set up, similar to those on the centrifuges, 
and this enables photographs to be taken of charged 
particles migrating in the electric field at a rate which 
is proportional to their charge. Two modernly 
equipped dark rooms are provided and in another 
room examination of plates is carried out and calcula- 
tions incidental to the various techniques in use. 

The rooms in the new laboratory are supplied with 
compressed air, distilled water, and refrigerated water 
and are all electrically linked to a central distribution 
board from which they may receive various electrical 
supplies, including constant voltage D.C. of low and 
high voltage, and A.C. of variable frequency. Any 
room can communicate electrically with another 
through the main distribution board and in this way 
remote electrical measurements may be taken rapidly 
without the need for transporting complicated 
apparatus. 

The company included Sir Arthur Harden, Colonel 
Addison, Dr. Arkwright, Prof. Ledingham, Prof. Robison, 
Dr. Petrie, Prof. Drummond, Dr. Kekwick, Prof. Andrade, 
Dr. Elford, Sir Heury Dale, Prof. Peters, Prof. R. H. 
Fowler,, Prof. Donnan, Prof. Haworth, Prof. Freundlich, 
Dr. Philpot, Prof. McIntosh, Prof. Raistrick, Prof. 
Harington, Dr. Hatschek, Prof. Topley, Prof. Fleming, 
Dr. Mellanby, Dr. Fildes, and Dr. McFarlane. 





MEDICINE AND THE LAW 





Admissibility of Medical Expert’s Evidence 


THE evidence of a medical expert is sometimes 
challenged on the ground that he is speaking of the 
condition of a patient on a particular date without 
personal observation of the patient on that date. 
One of the cases decided by the Industrial Assurance 
Commissioner last year, described in his recently 
published report for 1935 [86: 1s.], illustrates the 
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life of a man named Swain on Sept. 24th, 1934. He 
died on Nov. 5th from pulmonary tuberculosis. The 
insurance company refused to pay, partly on the 
ground that, at the date of the proposal, Swain had 
been warranted to be in good health whereas in fact 
he must already have been affected by the disease 
which proved fatal. Evidence was given by Mr. 
A. W. Badenoch, F.R.C.S., who first saw the patient 
at the West Middlesex Hospital on the day before 
death. He conducted a post-mortem examination 
which showed the left lung completely adherent to 
the chest wall and full of cavities, some of which 
contained thin pus; the upper lobe on the left side 
contained a large cavity with large caseous patches. 
Mr. Badenoch said the disease must have existed for 
at least six months. The widow’s solicitor objected 
to this evidence on the ground that a witness who 
did not see the patient till Nov. 4th could not be 
heard to describe his condition on Sept. 24th; only 
a doctor who was in attendance on Swain at or about 
the material date in September could, it was argued, 
give admissible evidence as to the condition in 
September. The Commissioner, a K.C. who decides 
these disputes judicially in accordance with accepted 
legal principles, rejected the argument. An expert, 
he said, could give his opinion upon facts which 
either are admitted or are proved by himself or by 
other witnesses in his hearing. A decision was quoted 
from “ Phipson on Evidence’ where, on a question 
whether the deceased died of poisoning, medical 
witnesses who attended the man at the time of his 
death or who assisted at the post-mortem examination 
or who analysed the remains were allowed to state 
their opinions. In the present case Mr. Badenoch, 


a physician and surgeon of great experience, had 
himself conducted the post-mortem examination and 


proved what he found; on what he himself found 
he gave his opinion as to the probable duration of 
the tuberculous condition of the deceased. The 
Industrial Assurance Commissioner regarded such 
evidence as far more trustworthy than that of a 
doctor who attended the man at the time of the 
proposal of insurance and had not the advantage of 
examining the body after death. The Commissioner 
had no doubt that Mr. Badenoch’s opinion was 
correct. It followed that the warranty that Swain 


{ocr. 10, 1936 875 
was in good health on Sept. 24th was untrue. 
The widow’s application for the insurance money 
consequently failed. 


Inquest Held in Camera 


The Isle of Wight coroner lately held an inquest 
in camera—stated to be the first instance of such a 
proceeding in the island. He had no need to defend 
the practice of restricting publicity. In 1910 the 
Departmental Committee on Coroners, over which 
the late Sir Mackenzie Chalmers presided, reported 
that the coroner had the same power of excluding 
the public from his court as is possessed by examining 
magistrates under Section 19 of the Indictable 
Offences Act, 1848; “the gratification of a public 
curiosity cannot be weighed for a moment against 
the intense pain caused to the relatives of the deceased 
by the disclosure of family matters which may have 
nothing to do with the cause of death.” In 1918 
the Court of Appeal confirmed the view that inquests 
ought in some cases to be conducted in secret for the 
sake of decency or out of respect for the feelings of 
the family of the deceased. The recent Committee 
on Coroners’ Law and Practice, of which Lord Wright 
was chairman, fully examined the possibility of 
limiting the scope of the questions and evidence at 
inquests. There is a statutory restriction on the 
publication of divorce court proceedings. Ought 
any such restriction to be extended to proceedings 
before the coroner where he thinks secrecy proper ? 
At present, if he holds his inquest in camera, has he 
any authority to check a subsequent report of the 
matters into which he examined? In the recent 
case in the Isle of Wight the coroner presumably 
desired to spare the feelings of the deceased’s husband 
and relatives. An ex-parte statement was com- 
municated to the press afterwards on behalf of the 
husband. Without questioning the accuracy of the 
statement, one wonders whether the result is satis- 
factory. If, at some inquest held in secret, there 
were to be a sharp conflict of evidence or a highly 
controversial imputation and repudiation of criminal 
conduct, both sides might wish afterwards to give 
the press their own versions of the facts. This would . 
raise the question whether, if a cogoner sits in camera, 
the sole report should not be an official summary 
published by his authority. 





PANEL AND CONTRACT PRACTICE 


Mortgaged Practices 


THREE years ago, at the annual meeting of the 
National Association of Insurance Committees, atten- 
tion was drawn to the humiliating conditions under 
which a number of insurance practitioners in 
Lancashire were borrowing money to buy their 
practices. It is well known that certain assurance 
societies offer loans to medical men on terms that 
they may be free to accépt. The Medical Sickness 
and Life Assurance Society, for instance, has done 
such business for the last 12 years and has never lost 
a penny or been obliged to sell a man out. But 
where a practitioner has nothing to offer as security 
for the loan other than the practice he is buying he 
has gone further for the loan and fared worse. Some 
of these buyers have assigned their panel fees to the 
lenders, and have put their names to undated resigna- 
tions from the medical list which could be put in force 
when desired, so that in effect the practitioners became 
salaried servants of the lenders by whom they might 
be dismissed if they failed to comply with the onerous 


provisions of the mortgage. This arrangement led 
to a traffic in insurance practices by lay persons whose 
interest was to encourage the transfer of practices 
for their own gain. And the evil was not confined to 
Lancashire. The Insurance Acts Committee gave 
long and anxious consideration to the matter and at 
the panel conference in 1935 it was announced that 
the British Medical Bureau, the I.A.C., and the 
Medical Insurance Agency had set up a tripartite 
committee which was making strenuous efforts to 
reach a solution of the problem. The conference 
passed a resolution calling on the I.A.C. without 
further delay to formulate a scheme to curtail or 
stop the exploitation of medical practitioners in 
connexion with the purchasing and charging of 
practices. The I.A.C. had to consider various aspects 
of the problem, notably the necessity for ensuring that 
the borrower was left with a reasonable amount for 
personal and family expenditure after satisfying his 
liabilities in respect of repayment of the loan, practice 
expenses, income-tax, and other such first charges 
They realised that for many of those who ente” 
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practice a loan of some kind is imperative, and they 
set themselves to evolve a scheme which should 
offer a maximum of professional independence, 
reasonable conditions, and the cheapest possible 
rates, and should be available to practitioners who 
had to borrow the whole of the purchase price of a 
practice. After negotiation with a firm of bankers 
a new company was formed, known as British Medical 
Finance, Ltd., which will also arrange loans for those 
who want to buy motor-cars, medical or surgical 
equipment, or to extend their premises for professional 
work. Advances up to the whole value of a practice 
will be made, the transfer being conducted through 
the British Medical Bureau at a reasonable rate of 
interest and with a single insurance policy to cover 
the loan. Ten years is regarded as the normal period 
for repayment, but the plan is adaptable to circum- 
stances and proposals by prospective borrowers will 
be sympathetically considered. 

To appreciate fully the urgent need for such a 
scheme it is desirable to visualise the state of affairs 
that preceded it. While a purchaser in a position to 
put down a substantial portion of the purchase money 
or to find adequate security could readily borrow 
money from reputable sources, the man without 
funds usually had recourse to another type of lender. 
Certain insurance committees, although they have no 
direct concern with personal contracts entered into 
by insurance practitioners, except in so far as such 
contracts may contravene the terms of service, 


became aware of attempts to appoint locum tenents , 


without the knowledge or consent of the practitioners 
concerned. The loan by means of which the practi- 
tioner had purchased the practice had been guaranteed 
by an insurance company which was exercising its 
right under an agreement to dismiss the practitioner 
and dispose of the practice. The borrower had 
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signed a form of resignation from the medical list, the 
date being left blank, and a form nominating his 
successor, the name of this successor also being left 
blank. Arrangements had usually been made for the 
whole of the panel fees to be paid over by the insurance 
committee to a bank and the following is an example 
of the kind of charges made on these fees. Interest 
was first charged on the principal moneys owing ; 
then there were premiums on life policies, accountants’ 
fees, sums due for drugs, telephone, income-tax, 
general rates, water rate, lighting, motor insurance 
and other expenses incurred by the mortgagor in 
connexion with his practice; finally a ‘ manage- 
ment fee ” of £100 a year was deducted. The mortgage 
deed provided that the mortgagee should pay the 
residue (if any) of the moneys received by him in 
reduction of the principal moneys remaining due on the 
securities of the mortgage. 

When as often happens the borrower defaults in 
some respect the mortgagee prepares to use the 
forms which the borrower has already signed, but 
unless an immediate sale is effected a difficulty arises 
when the borrower has been ejected, because an 
insurance practitioner “shall not absent himself 
from his practice for more than one week without 
first informing the committee of his proposed absence 
and of the person or persons responsible for conducting 
his insurance practice during such absence.” More- 
over clause 11 (1) of the terms of service requires 
personal service “except when he is prevented by 
urgency of other professional duties, temporary 
absence from home, or other reasonable cause.” 
This brings the insurance committee into the trans- 
action and more than once recently an insurance 
committee has refused to accept the appointment 
of a locum tenens in such circumstances by a 
mortgagee. 


PUBLIC HEALTH > 





The Changing Hospital Population 


In his annual report for 1935 as medical officer 
of health for Manchester Dr. Veitch Clark devotes 
a great deal of space to hospitals and institutions, 
describing, among other things, the scheme for 
providing a consultant and specialist service and the 
formation of the Manchester Joint Hospitals Board, 
which were dealt with in these columns recently.’ 
As is proper, facts are recorded in this report which 
are of vital importance although they may make a 
less vivid appeal to the public mind than big schemes 
of coérdination or expansion. Manchester city 
council is endeavouring, like many other authorities, 
to “ration” departmental expenditure on the 
basis of a five years’ plan. Proposals for hospital 
extension, therefore, are bound to be strictly scruti- 
nised and justified by incontrovertible evidence of 
their necessity and of the most efficient and economical 
use of the existing accommodation. Here are some 
of the facts. 

At Withington hospital, where there are 1200 beds, 
healthy and slightly infirm persons are admitted as 
well as the sick. Owing to the decline in admissions 
of the former type the hospital has never contained 
more than 800 inmates since it was transferred to 
the council in 1930. By rearrangement of the inmates 
it has been found possible to empty two of the blocks, 
and apparently this accommodation is of such a 
modern character that its conversion to wards for 
the chronic sick was comparatively simple, thus in 
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turn releasing 225 beds in the part of the hospital 
used for acute cases. The maintenance of the chronic 
sick in the converted blocks has become chargeable 
to the health committee. This rearrangement is in 
aceord with the changing demand, for while the 
healthy and infirm inmates are decreasing the demand 
for admission of the acute sick is increasing. The 
process is illustrated by the figures contained in the 
following Table. 


Length of Stay of Patients in Manchester Municipal 
General Hospitals during the Last Five Years 





BOOTH HALL. 


WITHINGTON. 


8,020) 2,303) 
7,973) 2,771| 
9,658) 1,855 
8,958] 2,11 

8,719) 2,251] 


8,268 | 2,616) 1,099 
8,557 | 2,772) 7 
9,183 | 2,954 
10,712 | 2,442 
10,920 | 2,632 


. | 2,883) 1,508) 532 
| 3,210| 1,621) & 
3,027) 1,426 
2,990) 1,388) 5 


3,562) 1,366 439 





At each hospital, and especially at Withington, 
the proportion of “short-stay” to “long-stay” 
cases has very materially increased, along with an 
aggregate increment of about 3000 annual admissions 
in the year 1935 as compared with 1931. The actual 
increase in acute cases is greater than that for all 
classes of case, since the long-stay cases have sub- 
stantially diminished. Thus a fuller use is being 
made of the available beds, at least so far as turn- 
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over is concerned. It would appear that the present 
trend of events points to a progressively increasing 
demand for accommodation for the acutely ill, offset 
to some extent by the release of beds hitherto reserved 
for chronics. 

There is, however, an element of doubt as to 
whether this movement will be indefinitely continuous. 
The population is ageing and it seems likely that, 
sooner or later, this will involve an increase in long- 
stay patients, for the old recover slowly, and many 
of them suffer from incurable disease requiring long 
residence in hospital. In Glasgow, where the poor- 
law hospitals have been freely used for the acute 
sick fer a generation, provision for the chronic and 
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aged remains, in the words of Dr. A. S. M. Macgregor, 
medical officer of health, ‘an administrative problem 
of major importance.” Such patients have a first 
claim on the accommodation provided by the former 
guardians, and transferred in 1930 to the county 
and county borough hospitals. On the other hand 
there is already evidence that the demand for beds 
set aside for children in some municipal institutions 
is diminishing, both because of the falling child 
population and the decline of chronic disease among 
them. In this connexion the charts of age-distribu- 
tion of hospital cases, contained in the Manchester 
report, should prove illuminating if they are carried 
on over a long series of years. 


GRAINS AND SCRUPLES 


Under this heading appear week by week the wnfettered thoughts of doctors in 
various ocewpations. Hach contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly indez. 


FROM A DEPARTMENTAL DOCTOR 
II 


MEDICINE is generally allowed to be one of the 
learned professions ; and indeed it was so described 
in these particular columns last week. But is the 
average doctor a well-educated man? It is true 
that his work leads him, more than that of any other 
man, into the sanctuaries of everyday life. That is 
why it may be said, perhaps, without undue arro- 
gance, that he tends to become both tolerant and 
wise. But is he, in the fullest sense of the words, 
well educated? It is, perhaps, rather definitely 
arguable; and at a recent debate upon the matter, 
the majority verdict was a trifle disquieting. Regarded, 
at any rate, as an interesting companion, as a desir- 
able neighbour at dinner, he was ranked considerably 
below the barrister and, a little more doubtfully, 
lower than the priest. Kindly excuses were, of course, 
made for this. It was recognised that the barrister, 
by virtue of his profession, was compelled to master, 
if only superficially, a very much more catholic range 
of subjects. He could therefore discourse, with a 
certain show of knowledge, upon a great variety of 
topics. Nor did he suffer, as did the doctor, from 
being obliged so often to listen to his own “ shop.” 
It was handsomely admitted that the completest 
stranger, on discovering himself in the presence of 
a doctor, was always liable to remember some friend, 
afflicted with an obscure or startling malady. He 
was frequently glad to describe the symptoms of 
this at length and in detail. In fact, though the 
verdict remained, the handicaps were appreciated. 

+ * * 

Possibly it was - unjust verdict. But, if well 
means widely, the: would appear to be a diminishing 
chance of reversing it. Even with a simplified curri- 
culum, the examinational demands of medicine seem 
to be growing more and more exigent—seem likely 
to confine the medical student yet more closely within 
his own professional boundaries. Year by year, 
though the doctor may be becoming, and no doubt 
rightly, more technically adequate, the successors of 
Oliver Wendell Holmes, Clifford Allbutt, and William 
Osler are less easy to find. It is inevitable, perhaps ; 
and yet it seems a pity, and the more so because 
the extra-professional opportunities of medicine are 
growing increasingly apparent. National education, 
labour management, even architecture and its allied 
crafts, are perceived to have medical aspects, are 
indeed ready for medical contributions. But if such 
contributions are to be made with authority, certain 


backgrounds must be pre-supposed, historical, philo- 
sophical, wsthetic; and how is the average doctor 
to obtain them ? 

* ~ * 

There is no easy answer. Perhaps there is none 
at all. His primary duty is to be efficient at his 
own job; and if the price of being this is to lack 
other kinds of culture, he and the public must be 
content to pay it. And yet, perhaps, a little more 
might be done, unobtrusively and en route, to repair 
some of the deficiencies. There must always come a 
time, for instance in the dissecting-room, when the 
fissure of Sylvius is being demonstrated; and a 
minute or two would suffice, in the hands of the right 
teacher, to clothe an otherwise meaningless word 
with its once human garments—to evoke the great 
Jacques Dubois, and his ardent young disciple, 
Vesalius from Louvain, and all the catholic and 
coloured life of the medieval universities. Just to 
explain, indeed, why their names are in Latin might 
conjure up new worlds as well as old. So might the 
surgeon or the pathologist turn for a moment from 
the fracture and the disease to spare a word for the 
actual Percival Pott after whom they have been 
named. For a time he taught Hunter, who lived in 
Leicester-square, with Joshua Reynolds across the 
way, in the London of Garrick, but also, as he might 
remind his listeners, the London of Hogarth and 
Gin-lane. It might well be remembered, too, by 
the physician lecturing, let us say, on typhus fever, 
that its social «tiology was at least as important as 
any other, and its disappearance from most civilised 
countries not only explicable in terms of medicine. 
Indeed, the very hospital in which the students are 
gathered is probably instinct with spiritual history. 
But how often is this suffered to escape from the 
jars in the museum ? 

* * * 

For the doctor out in the world, however, this 
can be no remedy for his alleged one-sidedness ; and 
perhaps the cultivation of a hobby is the most obvious 
alternative that suggests itself. Probably most of 
us, realising our limitations, have already provided 
ourselves with one or two. But there are still not a 
few to be met who have none. They are too tired 
or too busy, and apparently forgetful of the truism 
that it is the busiest people who have the most spare 
time. But even if they are amongst those who 
proclaim that their work is their hobby, they are 
surely either mistaken or unfortunate, since who 
can tell when the most unlikely hobby may prove 
germane to his principal life-work? If we really 
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knew why the common iris in the corner of the hos- 
pital garden blossomed (as one did last year) on 
Christmas Day, we might be able (who can tell ?) to 
solve the problem of cancer. In any case, there 
seems no doubt that the hobby must play an increas- 
ing part in an industrialised world. For thousands of 
workers it can be the only outlet for their imaginative 
and creative faculties. Having spent seven or eight 
hours a day—let us hope it will soon be less—in 
guiding tins of commodities into the maw of some 
machine that shall label and pack them and tie them 
up with string, what but the hobby is to save them 
from ant-dom and the world they live in from being 
peopled with lunatics ? Even on the grounds, there- 
fore, of his own professional adequacy, the hobby- 
less doctor will be at a disadvantage. For there 
are hobbies and hobbies, and who, if not the 
doctor, should be able to make a helpful suggestion ? 
And this brings to mind a failure to do so in the 
case of a particularly miserable and introspective 
patient. What he needed, he had been optimistically 
told, was to adopt a hobby. He agreed to do so, 


and seven weeks later he returned looking, if possible, 
even more dismal. Yes, he had followed the advice. 
He had taken up a hobby. But he was no better 
for it. If anything, he was worse. It seemed not 
inappropriate to inquire what hobby had been chosen, 
the gloomy reply being ‘‘ French irregular verbs.” 


* * * 


And since to be well educated is not merely to be 
widely informed, it is perhaps legitimate to enter a 
small plea for an occasional moment of reflective 
idleness. ‘‘ Be able,” says Sir Thomas Browne, “ to 
be alone. Lose not the advantage of solitude, and 
the society of thyself; nor be only content, but 
delight to be alone and single with Omnipresency. 
He who is thus prepared, the day is not uneasy nor 
the night black unto him. Darkness may bound 
his eyes, not his imagination. Thus the old ascetick 
Christians found a paradise in a desert, and with 
little converse on earth held a conversation in heaven ; 
thus they astronomised in caves, and, though they beheld 
not the stars, had the glory of heaven before them.”’ 
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INDIAN MEDICAL SERVICE 


A SELECTION board for European candidates will be 
held on or about Oct. 16th, leaving just time to fill in an 
application form, which, with any further information, 
may be obtained on application to the secre 
of the military department, India Office, Whitehall, 
London, S.W.1. he medical adviser to the Secretary 
of State for India is prepared himself to see any 
intending candidate. The prospects of the Service 
were set out in our Students’ Gu'de (August 29th, 
page 529), and although it is known that some 
changes are likely to be made, there is no reason to 
think that these will reduce its attractiveness ; 
in particular, the chances of civil employment 
are likely to remain as good as they now are. 
The type of man most needed in the Service is the 
specialist in medicine, surgery, or midwifery, but good 

-round men will still find scope in the different 
branches of the Service. Those with aptitude for 
research will find excellent opportunities, combined 
with adequate remuneration and security of tenure. 
Those who join will be entitled to all safeguards which 
have been included in the new Government of India 
Act for officers appointed mi the Secretary of State. 
As compared with officers who entered 34 years ago, 
they will receive some £600 more pay in the first 
twelve years, owing to the fact that they are promoted 
to the rank of captain after one year of service instead 
of after three years. An important point which is 
often missed is that the I.M.S. commissions are 
permanent from the outset, despite the fact that 
officers can retire with a gratuity of £1000 after six 
years’ service. 

Any who still feel doubtful about financial security 
in the I.M.S. will have their fears dispelled by reading 
the letter from Lord Hailey which appeared in the 
Daily Telegraph of Sept. 23rd. This makes it quite 
clear that the Secretary of State for India will have 
full powers for securing the rights of members of the 
1.M.S. who will thus enjoy the same general position 
as members of other services of the Crown. The 
Home Government can step in to regulate Indian 
finances if there should be any failure on the part 
of India to provide the necessary funds. The high 
standing of Indian Government securities is, however, 
a clear indication that the commercial world has no 
fears about the stability of Indian finances. 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdrs. O. D. Brownfield, O.B.E., to Pembroke 
for R.N.B.; G. L. Ritchie to Victory and to Iron Duke. 
Surg. Comdr. (D) J. L. Edwards to Victory for R.N.B. 


Surg. Lt.-Comdr, E. J. K. Weeks to be Surg. Comdr. 

Surg. Lt.-Comdr. L. J. Corbett to Victory for R.N.B. 

Surg. Lt.-Comdr. (D) F. A. Pearse to St. Angelo and for 
R.N. Hospital, Malta. 

Surg. Lt. (D) F. J. Goldsworthy to Drake for R.N.B. 

The following have received appointment as Surg. Lts. 


.for Short Service: F. W. Baskerville (London Univ. 


and St. Mary’s Hosp.), P. G. Burgess (Oxford and Man- 
chester Univs.), I. McN. A. Drysdale (Glasgow Univ.), 
W. H.C. M. Hamilton (Cambridge Univ. and St. Thomas’s 
Hosp.), J. I. Heany (Univ. Coll., Dublin), I. C. Macdonald 
(Edinburgh Univ.), C. J. P. Pearson (St. Thomas’s Hosp.), 
C. J. Robarts (Charing Cross and Westminster Hosps.), 
and T, A. Turnbull (Guy's Hosp.). 


ROYAL NAVAL VOLUNTEER RESERVE 


Surg. Comdr. G. F. Abercrombie to Victory for R.N.B. 

Surg. Lt.-Comdr.(D) W.M. Bull to Pembroke for R.N.B. 

Surg. Lts. G. P. McCullagh, K. Forsythe, and D. R. 
Goodfellow to be Surg. Lt.-Comdrs. 

Surg. Lt. W. Gough to Drake for R.N.B. 

Proby. Surg. Sub-Lt. R. A. Stenhouse to be Surg. 
Sub-Lt. 

J. Ronald entered as Proby. Surg. Lt. and attached to 
List 1 of the E. Scottish Division, 


ROYAL ARMY MEDICAL CORPS 


Lt.-Col. H. G. Robertson, O.B.E., retires on ret. pay. 

Maj. W. D. Arthur, M.B.E., to be Lt.-Col. 

Short Service Commissions: Lt. (on prob.) G. N. 
Barker resigns his commission. 


ROYAL AIR FORCE 


Squadron Leaders P. D. Barling to Aircraft Depét, 
Hinaidi, Iraq, to remain attached to Iraq Levies as Senior 
Medical Officer and Officer Commanding Levy Hospital ; 
and J. Hutchieson to Aircraft Depét, Hinaidi, Iraq, for 
duty as Senior Medical Officer. 

Flight Lts. A. W. Callaghan and A. W. Smith to Aircraft 
Depét, Hinaidi, Iraq; W. G. 8. Roberts to No. 30 (B) 
Squadron, Mosul, Iraq; and C. A. Lewis to No. 84 (B) 
Squadron, Shaibah, Iraq. 

Flying Offrs. J. R. R. Jenkins to R.A.F. Station, 
Scampton; J. H. Neal to R.A.F. Station, Mount Batten. 
The following are posted to the Medical Training Depét, 
Halton, on appointment to short service commissions : 
C. C. Barker, J. R. Cellars, N. P. R. Clyde, J. Conroy, 
J. D. H. Cran, D. J. Dawson, P. A. Lee, G. B. MacGibbon, 
W. J. Mitchell, D. F. S. Shaw, A. R. Sibbald, and C. E. G. 
Wickham. 

Flying Offrs. L. N. Trethowan and J. B. Wallace are 
promoted to the rank of Flight Lt. 
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Last week we published extracts from three 
inaugural addresses given in the London medical 
schools. On Oct. 2nd Lord Iliffe opened the session 
at Charing Cross Hospital and on Oct. 6th Dr. Beattie 
performed the same function at King’s College 
Hospital. ‘Lord Iliffe, as joint proprietor of the Daily 
Telegraph, devoted most of his speech to the part that 
could be played by the press in furthering the objects 
of medicine ; while Dr. Beattie, as conservator of the 
Royal College of Surgeons Museum, drew attention 
to the aims of experimental research. 


MEDICINE AND THE PRESS 
By Lorp Izirre, C.B.E. 


DurinG recent years the progress of preventive 
medicine has been indeed remarkable. But what, 
I submit, is appalling in a highly civilised community 
is the ignorance of the lay public; it would hardly 
be an exaggeration to say that most of us know 
more about our motor-cars than our bodies. Such 
knowledge as we have is founded in folk-lore. 
Despite the precedent of the Garden of Eden, we still 
rely, metaphorically at least, on an apple a day to 
keep the doctor away. Perhaps it is unfortunate 
that the other old saw, “ a stitch in time,” has never 
had a surgical association in the public mind. 


I have no doubt that very soon—it has happened 
in other countries—we shall be instructed, with a 
wealth of detail, how to avoid the unpleasant conse- 
quences of air-raids, and having been measured for 
our gas masks we shall become expert in that 
particular method of self-preservation. But protected 
thus against bombs that may never come, what 
measures are we taking against bacilli that are 
already here? I am told, for instance, that the 
maternal mortality-rate is higher than it was twenty 
years ago. Statistics may not be conclusive, but 
I understand that this is a matter which is at present 
causing grave concern in your profession. Is it not 
a fact that much of the tragedy caused by sickness 
and disease is preventable by early diagnosis and 
treatment? Is it not your common experience 
that medical advice is often sought too late? And 
does not the reason lie in the abysmal ignorance 
of a public which, never having been taught, is unable 
to recognise the warning signals or is content to 
accept the extravagant and unjustified claims of 
patent remedies ? 

On the one hand then we have a great and learned 
profession, equipped to fight disease with all the 
weapons of modern science, eager and able to succour 
suffering humanity. On the other hand there is a 
greater public, whose codperation you require, 
hygienically still in the bow-and-arrow stage. 

The solution—it sounds so simple—is surely to 
educate the people. I do not suggest that technical 
matters should be explained to the extent that 
laymen will begin to diagnose and treat their own 
complaints. Nothing could be more dangerous than 
a little knowledge of such a kind. But I do believe 
that it would be possible to make the public more 
“health conscious,” to make men appreciate more 
fully that dirt breeds disease and to so instruct 
them that they will recognise those symptoms of 
serious bodily disorders which respond best to skilled 
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attention in the early stages. In a sentence, we 
want to bring about an enlightenment which will 
ensure a still greater use of the knowledge and skill 
of doctors. 

I am aware that of recent years much has been 
done, partly with the assistance of wise legislation, 
but it does seem to me that one great medium— 
perhaps the greatest—for the dissemination of know- 
ledge has been largely neglected. 

Let us consider again the matter of immunity 
from air-raids. Here we have to deal with a danger 
new to our national existence. We have the advantage 
of starting our remedial measures ab initio. And 
you will find that whatever the authorities in their 
wisdom think we ought to know on this subject, 
we shall learn easily and quickly through the medium 
of the press. Now I do not want to say anything 
provocative, but if we can use the press to save 
British babies from bombers, cannot the same agency 
be employed to save some of them from bacilli? 
You may fear that such instruction would, in certain 
circumstances, result in sensationalism. I do not 
for one moment believe that information and news 
authoritatively supplied would be treated by the 
press of this country in any improper or undesirable 
way. Of course, while it is left to hard-working and 
enthusiastic reporters to discover, if they can, what 
is going on behind the scenes, the public will only see 
stories, or half-stories, expressed in good or bad 
journalese—according to the paper they read. But 
I suggest—and here I am on my own ground—that 
our great newspapers are fully alive to their responsi- 
bility and are accustomed, to an extent not realised 
outside Fleet-street, to place public weal before their 
individual interests. Exactly in what form the 
coéperation of the press should be sought is a matter 
of detail. I am only concerned at the moment in 
pointing out that newspapers, once described as 
‘“‘the schoolmasters of the common people,” could 
fulfil a valuable function in the essential work of 
national enlightenment. 

Occasionally we are privileged to read a speech 
made by one or other of your eminent surgeons or 
physicians. We are often told, for instance, that 
the tempo of modern conditions is such that we are 
wearing ourselves out in this age of speed. We are 
said to be living on our nerves. Now I hardly know 
what my nerves are and still less where they are. 
I hope you do. But I suggest that if I am living 
on them, I ought to be better informed about them. 
And I would say this, that we must look to you 
to provide a new technique of living. Because if 
modern life is, in fact, throwing an undue strain on 
our nervous equipment, we must presumably be 
taught to acquire fresh resistances. This, clumsily 
expressed, seems to indicate developments even 
beyond the scope of preventive medicine, and how 
are we to be taught quickly enough except through 
the medium of our daily paper ? 

There must always be a considerable hiatus between 
the discovery of new medical and surgical methods, 
and their universal application. What could more 
readily help to bridge that gap than a publicity 
carefully controlled ? Again, if the interest of the 
nation is aroused so that the vast endeavour and self- 
sacrifice devoted to science by members of your 
profession is more thoroughly appreciated, surely 
more adequate financial support will be forthcoming 
for such great voluntary organisations as the Charing 
Cross Hospital. 
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TEACHING AND RESEARCH 
By Joun Beattigz£, M.D., D.Se. 


Durine the past few months there have appeared 
in print several articles which have advocated the 
virtual separation of university teaching from research, 
and the formation within our university staffs of 
two distinct groups, one devoting its energies to teach- 
ing and the other to research. There is, too, a 
suggestion that there would be segregated out “‘ the 
leaders of thought, who would give direc tion to the 
research workers placed under them.” These revolu- 
tionary proposals were put forward by Dr. Coulborn 
in the Nineteenth Century for July of this year and 
they deserve our serious consideration.' 

We recognise how in the anatomical department 
we were taught to observe and to find things out for 
ourselves, and in the physiological department we 
learned the nature of an experiment, the use of 
controls, and the interpretation of data gained during 
our experiments. There is a strange tradition that 
when we pass from the preclinical to the clinical 
curriculum we leave behind the realm of true science 
and enter into a realm where the art and science of 
medicine mix. This would seem to suggest that 
scientific methods no longer apply. There will 
always be an art in medicine, but there is a science 
as yet incomplete and imperfect. Parts of our 
medicine are still in the Hippocratic stage—that of 
observation and for a long time must so remain ; 
those which have reached the Harveian phase are 
even to-day but partially developed. There are 
strong arguments for the systematic and continued 
application of scientific methods in the study of disease. 
Whenever they have been properly applied the 





results have been outstanding. The neurological 


work of Horsley, Risien Russell, Head, and Kinnier 


Wilson, the cardiovascular investigations of Mackenzie,’ 


Keith, Flack, and Lewis all commenced by the 
observation of patients suffering from disease. 
Observations were followed by careful experiments 
until the problems were solved. In surgery the same 
sequence of events has taken place. Observations 
and experiments are followed by more accurate 
diagnostic methods and more valuable methods of 
treatment. 

Most of our outstanding researchers in the field of 
clinical medicine and surgery are equally good 
bedside teachers. The qualities which make for 
success in the scientific investigation of clinical 
problems in the laboratory are those which produce 
good bedside teaching. There would seem then to 
be good reason to combine in our clinical teachers the 
qualities of teacher and researcher. The British 
tradition of medical education enshrines a method of 
teaching, old but ever new—bedside instruction. 
The patient is the central problem not the disease or 
disability from which he suffers. To lead the student 
to make the proper logical deductions from the 
patient’s history and his own observations and to 
arrive at a diagnosis of a pituitary tumour is educa- 
tionally much superior to a systematic lecture, 
however brilliant, on the signs and symptoms of that 
condition. The first at its best is surely the method 
of the research worker, the second at its worst that 
of the examination crammer. If this clinical method 
is the one which we wish to retain in our educational 
system then we must be certain that the persons who 
use it should be trained to make full use of its 
possibilities. Accurate observation, clear thinking, 





*Coulborn, R.: Nineteenth Century, 1936, cxx., 68. 
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ond. adequate keowledge net only of tacts but of 
methods are certainly essential. Couple these with 
a sympathetic understanding of the patient’s point 
of view and we have in brief what Osler regarded as 
the complete clinician. 

Besides observation and logical deduction we expect 
our clinical teacher to have knowledge. When I 
speak of knowledge I include not only factual data 
but an acquaintance with methods and the value of 
data obtained by such methods. The best, perhaps 
the only way, in which to train a man in methods and 
method is to set him down to delimit the boundaries 
of real knowledge and to add his mite to the store. 
A man who has been or is engaged on such a task 
possesses an advantage over his fellows which is 
difficult to define but which is readily felt and 
appreciated by the students he teaches. It may be 
that it is the critical atmosphere of the laboratory 
which he brings to the bedside or the freshness of his 
teaching when he expounds what he knows at first 
hand aud illustrates his reasoning from the fund of 
his own experience. Such a teacher does not inhibit 
curiosity or stor his listeners from thinking. Rather 
does he give them direction in their thoughts and a 
sense of real knowledge. 

I cannot agree with Dr. Coulborn that methods of 
research, at least in so far as they affect medicine, 
have “a numbing influence on character,” rather 
would I agree with Prof. Peters when he points out 
that ‘if it be numbing to teach proper humility and 
the scope of his actual knowledge, let us have more 
of such refrigeration.” * If the study of medicine 
does nothing more, it teaches us humility in the face 
of much that we do not understand, and often harshly 
reminds us that our knowledge of disease and its 
treatment is all too small. What incentives these 
are to research and what a discipline compared with 
““the vague and foggy generalities which so often 
pass for a wide humanistic outlook.” The Medical 
Research Council has wisely decided to play its part 
in encouraging young clinicians to engage in experi- 
mental research on clinical problems. The reasons 
which prompted this decision may have included some 
of those which I have outlined. This policy will do 
much to develop in our hospital medical schools 
the type of teacher who can stimulate students not 
only to study but to think. 

Can Dr. Coulborn’s proposals for the division of 
university staffs into teaching and research groups 
be supported or condemned by the experience of our 
clinical schools? It has been suggested above that 
persons with the proper research attitude and training 
are probably good clinical teachers. In our present 
teaching hospital systems these men have two 
choices—to join the full-time staff of a professorial 
unit or to join the throng in the market place. If 
they choose the latter course it becomes increasingly 
difficult, even when they are not attracted by the 
flesh-pots, to find time, in the midst of a busy practice, 
to carry on original ‘creative work. If the former 
course attracts, undergraduate teaching in the unit 
and administrative duties gradually absorb more 
time and research is squeezed out, although some 
men have managed to hold an even balance between 
teaching and research. In medicine then, there is 
almost exclusively a teaching corps in our clinical 
schools. The younger men, with time to spare, as 
a rule gravitate to other departments where it may be 
difficult to get facilities for research which they wish 
to do or after receiving facilities may find in these 
departments a lack of interest in the problem they 


Nature, 1936, exxxviii, 590. 
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wish to investigate. Hence, whether we care to 
admit it or not there is at the present time a separa- 
tion almost complete between the teaching and 
research members of our clinical staffs except amongst 
the junior members who can still find some time to 
spend in a research laboratory. 

One cannot but feel that the situation is unsatis- 
factory. Whether we like it or not the prestige and 
development of British clinical medicine is bound 
up inextricably with the quality of its creative 
research work. All the research facilities which can 
be provided will, in the end, produce little effective 
result, if young men are forced to leave the happy 
and congenial combination of clinical teaching and 
research at their most productive period, by the fact 
that there are no posts which will guarantee for them 
at least a reasonable salary on which to live in comfort 
and raise a family. Is there no remedy? I think 
there is. The creation of full-time registrars and 
tutors engaged partly in teaching and hospital practice 
and with ample time for research would provide say 
fifty or even a hundred men with the experience they 
so much need. Full use could then be made by the 
teaching hospitals of the men who have held Medical 
Research Council and other research fellowships in 
clinical science. It is time to make a start and in this 
hospital, which befriended a Lister and his ideals, I 
think it might be possible to create say one full- 
time post in each of your medical and surgical depart- 
ments. The occupant of such a post would be 
required to spend half his time in the investigation 
of some clinical problem amenable to experimental 
investigation. Assuming that you choose the right 
men I can see no more profitable investment. 





ROYAL DENTAL HOSPITAL 





On Tuesday last Sir William Willcox presided at 
the annual prize distribution of the School of Dental 
Surgery at the Royal Dental Hospital, London. In 
a brief address he pointed out that the hospital, 
founded some 80 years ago, was the first of its kind 
in the Empire, while its foundation was immediately 
followed by the opening of a school of dental surgery. 
This, said Sir William, was the starting-point of the 
system of organised teaching of students desirous 
of taking up the dental profession. He reminded the 
audience of the great part played by the school in 
equipping students of dental surgery with full know- 
ledge and practical experience, and he had been 
especially gratified to find, when in Australia last 
year at the meeting of the British Medical Associa- 
tion, that dental hospitals were flourishing in the 
large centres of the Dominions. Dr. Wilfred Fish, 
one of the staff of the Royal Dental Hospital, and 
himself were both impressed by the administration 
of dental hospitals and their associated schools at 
Melbourne and elsewhere in Australia. 

The research department now conducted in the 
hospital, continued Sir William, had led to valuable 
knowledge as to the treatment of dental sepsis in 
its early stages, while the research would not have 
been possible but for animal experiments. A detailed 
description of the relations to medicine and dental 
surgery which he gave proved that scientific dentistry 
must be regarded as an integral part of medicine. 
In proof of this he pointed to the fact that the strepto- 
cocei present in infected lesions of the gum gave rise 
to septicemia and pyemia, and therefore might be 
the origin of systemic disease manifested in any part 
of the body. 





INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
SEPT. 26TH, 1936 


_Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 0; 
scarlet fever, 1865; diphtheria, 1148; enteric fever, 
92; pneumonia (primary or influenzal), 423 ; 
puerperal fever, 26 ; puerperal pyrexia, 123 ; cerebro- 
spinal fever, 19 ; acute poliomyelitis, 22 ; acute polio- 
encephalitis, 4; encephalitis lethargica, 4; continued 
fever, 2 (Battersea, Gosforth U.D.); dysentery, 43 ; 
ae anageny neonatorum, 95. No case of cholera, 
plague, or typhus fever was notified during the week. 

The notifications of enteric fever were 28 per cent. in excess 
of expectation (median value for corresponding weeks 1927-35). 
of the 92 cases of enteric fever the county of Devon provided 3 
(Exeter 1, Tiverton R.D. 2); Dorset 13 (Dorchester 4, Poole 8, 
Shaftesbury R.D. 1); Essex 3 (Barking, Billericay, Chingford) : 
Gloucester 2 (Bristol); Kent 4 (Bexley, Dartford, Hythe, 
Maidstone R.D.); Lancaster 2 (Liverpool); London 17 (in 
10 boroughs, Wandsworth 4); Middlesex 2 (Hornsey); Not- 
tingham 3 (Nottingham 2, East Retford R.D. 1); Southampton 
12 (Bournemouth 10, Winchester 2); Surrey 10 (Croydon 1, 

ton 2, Epsom and Ewell 1, Kingston 1, Mitcham 3, 
Surbiton 1, Sutton and Cheam 1); Sussex East 2 (Brighton, 
Hast );. Warwick 4 (Birmingham 3, Stratford-on-Avon 1) ; 
Yorks North Riding 4 (Loftus); Yorks West Riding 3 (Hudders- 
field 1, Kirkburton 1, Ripon 1). 

The number of cases in the Infectious Hospitals of the London 
County Council on Oct. 2nd was 2751, which included: Scarlet 
fever, 947; diphtheria, 776; measles, 78 whooping-cough, 
370 ; puerperal fever, 19 mothers (plus 9 babies) ; encephalitis 
lethargica, 285; poliomyelitis, 2. At St. Margaret’s 
Hospital there were 11 babies (plus 7 mothers) with 
ophthalmia neonatorum. 


Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 4 (0) from enteric 
fever, 2 (0) from measles, 3 (1) from scarlet fever, 
10 (2) from whooping-cough, 29 (4) from diphtheria, 
57 (15) from diarrhoea and enteritis under two years, 
and 14 (2) from influenza. The figures in parentheses 
are those for London itself. 

The deaths from enteric fever outside London occurred at 
Bournemouth 3, Poole 1. Deaths from diphtheria were reported 
from 19 great towns, Manchester 4, Liverpool 3. 

The number of stillbirths notified during the week 
was 246 (corresponding to a rate of 39 per 1000 total 
births), including 44 in London. 








RoyYAL DEVON AND EXETER HospiraL.—On Sept. 
30th Lord Fortescue opened a new wing at this 
hospital which has cost £25,000 and forms part of 
the £50,000 scheme which will provide enlarged out- 
patient accommodation, an up-to-date pathological 
department, a dental clinic, wards for sepsis, fractures, 
and children, and a medical library. 


RapiuM BEAM THERAPY AT THE WESTMINSTER 
Hosrirau.—A unit of four grammes of radium, elec- 
trically controlled in two “bombs,” is now working 
continuously for five days in the week at the Radium 
Annexe in Fitzjobn’s-avenue, Hampstead. The two bombs 
and the radium container are made from a new heavy 
ray-proof compound consisting of an amalgam of 80 per 
cent. powdered tungsten, 10 per cent. copper, and 10 per 
cent. nickel, the whole fused together by heat and after- 
wards worked as one metal. Within each bomb there 
are electro-magnets, wired up to the control board, which 
hold or release the radium-container as required. One 
of the two bombs, having a narrower aperture, is used 
in cases in which the passage of the rays must be restricted 
to a small area. To control more effectively the direction 
of these rays and prevent scattering, the neck of this 
bomb carries a collar of platinum. A new technique has 
been evolved by the surgeons in charge. Having found, 
in operating five earlier and smaller bombs, that deeper 
penetration could be obtained by removing the radium 
to a greater distance from the point of application, addi- 
tional radium has been acquired to give effect to this 
conclusion. The larger bombs call for a stricter control 
of direction, and a new system of distant control for the 
better protection of the operators. The arrangement of 
the radium in its container, so as to give the desired flat 
field, is the work of Mr. H. T. Flint, D.Sc., and Mr. C. W. 
Wilson, M.Sc., physicists to the hospital. 
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CORRESPONDENCE 





HISTIDINE TREATMENT OF PEPTIC ULCER 
To the Editor of Tuk LANCET 


Str,—The admirable paper of Dr. H. C. Barry 
and Prof. H. W. Florey in your issue of Sept. 26th 
should give the death-blow to the fantastic specula- 
tions upon which the histidine treatment of peptic 
ulcer was founded. As most of the papers hitherto 
published have reported favourably on the treat- 
ment, I should like to record my own experience, 
which is derived almost entirely from private 
practice. 

During the last two years there has been no diminu- 
tion in the number and severity of ulcer cases coming 
to New Lodge Clinic, although almost without 
exception they have received one or more courses of 
histidine injections before admission. In several 
instances a hemorrhage, sometimes the first the 
patient had ever had, occurred whilst the injections 
were being given or shortly afterwards. In addition 
to ulcer cases, patients with carcinoma of the cso- 
phagus and stomach and even of the rectum have 
been given histidine before coming to the clinic, and 
their recognition and proper treatment have been 
seriously delayed. Although apparently histidine 
sometimes hastens the healing of an ulcer, especially 
one of recent origin, I have never seen the slightest 
benefit result from its use when I have tried it in 
cases, mostly of anastomotic ulcer, in which improve: 
ment was slow with the usual treatment. Cosin has 
observed the case of a young man who was sent to 
the out-patient department at Guy’s Hospital soon 
after having a hematemesis. An X ray examination 
showed no sign of an ulcer. He was given 24 injec- 
tions of larostidine but no other treatment. He was 
then X rayed again and one of the largest gastric ulcers 
I have ever seen was discovered. Gastrectomy was 
performed, as a rapidly developing carcinoma was 
suspected, but a simple spreading ulcer was found. 
(The radiograms are reproduced in a paper appearing 
in the October number of the Practitioner.) 

There can be no objection to the use of histidine 
in addition to the usual treatment, although I believe 
it to be quite superfluous. But its use as a substitute 
for rest, dieting, and measures to render the gastric 
contents as nearly neutral in reaction as possible is 
quite unjustifiable, as although an occasional patient 
may be saved trouble in this way, the majority will 
be placed in a fool’s paradise, in which the ulcer, 
though temporarily latent, becomes progressively 
less amenable to treatment. 

I am, Sir, yours faithfully, 
Oct. ist. Artuur F. Horst. 


HISTIDINE AND THE ATIOLOGY OF 
GASTRIC ULCER 


To the Editor of Tue LANCET 


Srr,—Prof. Florey, and again Dr. Bulmer, appear, 
possibly unintentionally, to acquiesce in the wide- 
spread assumption that peptic ulcer is a single 
disease. Believing the old axiom of “divide et 
impera’”’ to be even more applicable in the conquest 
of disease than of empire, might I urge a few 
objections ? 

Konjetzny summed up his exceptional experience 
of the histology of the resected stomach in favour 
of the gastritic origin of peptic ulcer. Mosto, at last 
year’s gastro-enterological congress, was able, in 





general, to confirm his work. On the clinical side 
Korbsch, from his experience of over 5000 gastro- 
scopies, is able to say that he has often followed the 
progress of an erosion to an ulcer and that a gastritis 
is the sine qua non of ulcer development. Further- 
more Korbsch is a firm advocate of the réle of 
deficiency factors in the formation of ulcer, and his 
paper on the endoscopic control of Larostidine treat- 
ment (not referred to by either of your contributors) 
is the most interesting on this subject which I have 
seen so far. On the other hand Hohlweg, Schindler, 
Gutzeit, and Henning, from their equally extensive 
gastroscopic experience, are unable to agree with 
Korbsch. Gutzeit never, Henning in 1934 only 
once, had seen an erosion progress to an ulcer. 
Neither of these two authors is so impressed by the 
deficiency factor as by the constitutional factors. 
Moutier declares himself a dualist; he finds that 
ulcers sometimes arise from a gastritis, sometimes 
not. 

No other clinical evidence is available. Symptoms 
and the radiological niche are largely the result of 
spasm. Clinics which rely on them, and dispense 
with the gastroscope, must miss so many of the 
ulcers which oceur on atrophic areas in rather atonic 
stomachs that their ideas are one-sided. Statistical 
evidence hows an enormous difference in the mor- 
tality from hematemesis in different parts of Europe. 
This difference, in my opinion, is due to a real 
difference in ulcer and not to variations in treatment 
and the selection of patients, or to juggling with 
figures. In England our records show a real change 
in the sex-distribution of perforated ulcer since the 
war. A type of ulcer has become almost extinct. 

To sum up: it is at least possible, if not probable, 
that some cases of ulcer in Europe to-day are due 
to a diet deficiency or absorption deficiency. It is 
also possible, judging from some of the many reports 
on identical twins, that some cases of ulcer are due 
to the genetical constitution of the individual, and 
appear, as it were inevitably, regardless of differences 
in environment. Other ulcers appear to be inde- 
pendent alike of genetical constitution and environ- 
mental stress. Possibly some severe toxic episode 
or psychological stress was able to cause a permanent 
vegetative neurosis. Food idiosyncrasies are important 
sometimes. Some ulcer patients according to Spira 
are unlucky in their family tradition of cooking. 
One other certain primary cause is often forgotten. 
Some post-mortem statistics have shown scars or 
ulcers in over 90 per cent. of patients with severe 
kyphosis. There are of course innumerable con- 
tributory causes, but the primary ones must fall 
under the embracing headings, genetical constitution, 
past environment, present environment. When the 
patient at last has an old hard ulcer, firmly welded 
to the pancreas, it is of academic interest only 
whether there is one ulcer disease or many. The 
mechanical distortion of the stomach alone ensures 
that his life, gastronomically speaking, is ruined. In 
earlier years, when what patients suffer from is not 
so much the recurrent breaking down of one ulcer 
as the periodical appearance of a fresh ulcer, the 
correct decision as to which ulcer disease they suffer 
from may well save for them some of the pleasures 
of the table. 

There must be in this country some 10,000 twins 
with ulcer symptoms, unless providence is especially 
kind to twins. A careful investigation of this material, 
even if unaccompanied by special investigations, 
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should enable us to sort out the tangle of heredity, 
past history, and present environment. 
I am, Sir, yours faithfully, 

DENYS JENNINGS 


Ergebn. d. inn. Med., 1929, xxxv., 
1. Henning, N Die Entziindung des Magens, Leipzig, 1934. 
Konjetzny, G. E.: Ergebn. d. inn. Med., 1930, xxxvii., 184. 
Korbseh, R.: Boas Archiv, 1936, lix., 82. Mosto, : Verhandl. 
I. Internat. Kongr., Gastroenterol., 1935. Moutier, F.: Ibid. 


PNEUMOTHORAX IN A HEALTHY PERSON 
To the Editor of Tue Lancet 


Sir,—The following case, which I attended lately, 
seems to be of interest. A man, aged 23, of sound 
physique, had enjoyed good health except for an 
attack of lobar pneumonia at the left base about 
ten years ago, for which I attended him and from 
which recovery was complete. I was called to see 
him on July Ist last, when he had just been sent 
home. The story was that he had gone downstairs 
and turned suddenly from right to left at the bottom, 
in order to go up again for something he had for- 
gotten. At the moment he felt nothing, but about 
ten minutes later he began to feel a sharp pain at 
the lower part of the left chest behind, the pain 
being increased by walking and deep inspiration. 
He was seen at once by a doctor, who diagnosed 
pleurisy, gave him some aspirin, and sent him home. 

Seven hours later when I saw him his temperature 
was 98-1°F., pulse 60, respiration 17 and rather 
shallow. There was dullness at the left base to about 
the level of the seventh rib in the posterior axillary 
line, with entire absence of breath sounds, vocal 
resonance, and fremitus over the same area. The 
normal temperature, pulse- and _ respiration-rates 
made me doubt the diagnosis of pleurisy. The next 
day there was no change in the physical signs, but 
on the third day the dullness was replaced by hyper- 
resonance, and there was an area over which could 
be heard amphoric breathing, and a well-marked 
bruit d’airain was elicited. The cardiac dullness 
was slightly displaced to the right. The diagnosis 
of a left pneumothorax was now obvious, and this 
was subsequently confirmed by X ray examination. 

The only treatment adopted was rest in bed for 
a week, followed by suitable exercises to help expan- 
sion of the lung. Convalescence was uneventful, 
pain ceased in a few days, the normal percus- 
sion note gradually returned, the other physical 
signs disappeared, and the patient resumed work 
within the month. 

On July 23rd the radiologist’s report said: “‘ The 
lung has almost fully expanded, but there is still a 
marginal pneumothorax.” 

I have looked up various books to find a case of 
pneumothorax caused by sudden strain in a healthy 
person, but only in Letheby Tidy’s ‘“‘ Synopsis of 
Medicine ” could I find any reference to such a condi- 
tion. The following is the quotation (under tio- 
logy of Pneumothorax): “‘ Sudden strain in normal 
persons ; no ill-effects ; rapid recovery. Very rare.” 
Is it possible that adhesions, due to the attack of 
pneumonia, gave way when the sudden wrench 
occurred, with the result that the lung was slightly 
torn ? 

The other possibility—viz., rupture of an emphy- 
sematous bleb—must be considered, especially as, 
judging from an article by Dr. Ian Gordon in THE 
Lancet of July 25th last, this appears to be a com- 
moner cause than was formerly believed. However, 
the absence of any cause for emphysema renders this 
unlikely in the present instance. 

I am, Sir, yours faithfully, 

Wadebridge, August 29th. A. COLERIDGE. 


Oxford, Oct. 3rd. 
References.—Gutzeit, K. : 
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PROPHYLACTIC APPENDICECTOMY 
To the Editor of Tue LANCET 


Sir,—The removal of the appendix during a 
laparotomy for other purposes has to some extent 
become an established routine. It is always a certain 
temptation, while the opportunity is there, to rid 
people of a potential menace even if no obvious 
signs of disease are present in the appendix at the 
time. Doubtless a number of people have benefited 
indirectly by this procedure; at the same time it is 
not without its own risks. In operations for disease 
of the gall-bladder and duodenum more especially, 
appendicectomy may well be acknowledged to be 
an essential step since, apart from other considera- 
tions, the appendix is nearly always found to be in 
a condition to justify the additional procedure. 

Does the same apply to operations on the pelvic 
viscera in women? It is with due diffidence that the 
question is asked, but several cases of acute obstruc- 
tion of the small intestine by bands which have 
occurred following such operations (mainly operations 
for mal-position of the uterus) combined with 
appendicectomy have impressed me, maybe unduly. 
The numbers are small compared with the numbers 
of “ prophylactic’ appendicectomies performed and 
are scattered over a period of years, but are not, 
in my opinion, entirely insignificant. A feature of 
the cases of obstruction referred to is that they 
were all unduly thin women with scarcely a vestige 
of extra- or intra-abdominal fat or omentum—a type 
that have of necessity to use their intestine to seal 
off operation wounds, parietal and visceral. When 
operative measures are carried out on the uterus 
and its adnexa and, at the same time, on the gut 
in the near neighbourhood the risk of adhesions 
between the two is a very real one, as was shown 
in these particular cases. 

I should like to submit the suggestion that during 
pelvic operations unless the appendix is demanding 
removal on its own merits it should not be touched ; 
that it should not be removed, so to speak, en passant. 
When an appendicectomy has been performed, 
however, it may prove some help if, after the opera- 
tion, the patient is nursed with the end of the bed 
raised, at any rate for the first few days. 

I am, Sir, yours faithfully, 
F. D. 


Harley-street, W., Sept. 30th. SANER. 


RELIEF OF ANGINAL PAIN 
To the Editor of Tuk LANCET 


Str,—On Jan. 18th you published an unfavourable 
critique of my article on the treatment of angina 
pectoris with euphyllin, which appeared in the 
Prescriber of the previous June. A recent holiday 
gives me an opportunity to reply. Your standpoint, 
sincere though it be, seems to me theoretical and 
academic, whereas mine is practical and based on 
actual use of the drug. The importers tell me that I 
may safely claim to have used at least five times as 
much as any individual or institution in Great 
Britain. Hence the clinical experience on which you 
based your judgment must have been limited to the 
point of negligibility. 

(a) You first contend that the angina of effort or 
eardiac spasm is readily overcome by the nitrite 
group. My own experience has been that it is only 
in simple or comparatively recent cases of angina 
that such vasodilators show real virtue; in the 
severe type, especially when attacks, unprovoked 
by effort, come on during sleep, their use is generally 
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very disappointing. Also amyl nitrite frequently 
produces symptoms of alarming collapse, without 
relieving the anginal paroxysm, while trinitrin may 
cause occipital headache intense enough to make the 
patient refuse to take it. In seizures of agonising 
intensity, where the nitrites have been impotent, 
intravenous euphyllin will act swiftly and certainly. 
Again, despite your objection, I repeat that the 
continued oral use of the drug will often keep the 
pain in complete abeyance. 

I may mention the case of a colonial doctor whom I 
saw recently, the victim of intensely acute coronary 
disease. After complete rest in hospital for two months 
and a voyage of equal length, he could not walk on the 
deck without suffering pain severe enough to make him 
desist. A London cardiologist recommended him to 
take euphyllin tablets, and in a week or two he was able 
to walk cautiously a distance of five or six miles daily. 

Another patient, a woollen manufacturer, told me he 
had suffered very severe anginal attacks, but that the 
use of one tablet of euphyllin daily had greatly mitigated 
his sufferings and increased his exercise capacity. I 
advised him to double the dose, the result being that he 
was rendered entirely free of pain. 


(b) You object that I did not differentiate in 
detail the angina of effort, spasmodic angina, and 
myocardial infarction. My reply is that the purpose 
of my paper was not an abstract discussion of cardio- 
spastic symptomatology, but the announcing of a 
remedy which, used intravenously, could relieve any 
cardiac seizure, however excruciating and of what- 


ever cause. Graphic rather than medical terms were: 


used to depict the types of cases treated, and such 
metaphoric expressions as hurricane violence, cardiac 
tornadoes, and direst agony surely showed unequivo- 
cally the nature of the attacks so completely dominated 
by euphyllin. My clinical classification, of which 
you disapproved, was that most easily compre- 
hended by the majority of readers, and as the claim 
was made, and here repeated, that the drug could 
banish every kind of anginal pain, such points of 
academic terminology do not arise. 

(c) I had not sufficient space allotted to me in the 
Prescriber to classify numerically the patients treated, 
but hope to do so soon in another paper. However, 
from the fact that over 1350 ampoules (10 c.cm.) of 
euphyllin had been given intravenously, and over 
100,000 oral tablets had been prescribed, it was an 
obvious inference that the number of patients treated 
was large. 

(d) You further aver that notes on only six cases 
were given and that in two of them the action was 
admittedly unfavourable. This is an extremeiy 
unfair way of representing what I had written. 
These notes described different classes of cardiac 
distress benefited by euphyllin, and were illustrative 
each in its own category. The two unfavourable 
results mentioned had nothing to do with the relief 
of anginal pain. 

One was that of a man dying of cardiovascular syphilis, 
in whom, contrary to the usual rule, the intravenous use 
of the drug did not cause the immediate disappearance 
of the reduplication of the second sound. After a short 
delay, however, the sound became unified, and the patient 
always experienced great symptomatic relief from the 
injection. The other instance was that of an aged woman 
of diabetes and general myocardial degeneration. 
In her the injection seemed to aggravate her cardiac 
distress, and I suggested that she may have been an 
example of drug idiosyncrasy. Again let me emphasise 
that in both these cases the relief of anginal spasm was 
not the purpose of the injection. 


(e) You say you find it difficult to believe that a 
ardiac pain that is unaffected by the nitrites will be 


overcome by “a much less powerful vasodilator.” 
You hold this view because you probably have never 
witnessed the intravenous administration of the drug 
in such heart conditions ; but one clinical demonstra- 
tion of its powers would outweigh completely such 
theoretical or pharmacological preconceptions, and 
the more acute and protracted the seizure the better 
for the demonstration of the drug. 

(f) When you state that the above claim arises 
from one of the successful cases cited, you forget 
that this instance was mentioned as the first in 
which I observed the almost instant subjugation of 
an attack, and that the result so obtained was repro- 
duced in all the other cases of anginal spasm. The 
claim is based therefore not on one isolated happening, 
but on numerous parallel observations. 

(g) You omit all reference to the fact that I stressed 
the futility of trying to cure angina with euphyllin 
or any other drug. I maintained, and reiterate, that 
such cardiac catastrophes must be regarded as 
demonstrating the existence of some vasopressor 
substance, circulating in the blood, and capable of 
constricting the coronary arteries. In this con- 
nexion I referred to the successful treatment of the 
condition by the extirpation of septic tonsils, and 
the great importance of the paranasal sinuses as 
pathogenic foci. 

(h) I venture to disagree with your opinion that 
the pain of angina is usually mild, and would prefer 
to describe such cases as substernal oppression rather 
than typical angina. Among the victims. of the 
malady, I fancy, your description of the pain would 
find but little support. 

(t) You assert that I underestimate the value of 
morphine in the treatment of myocardial infarction. 
I agree that in many conditions morphine is a 
marvellous reliever of pain, but I have seen numerous 
instances of coronary, biliary, and rena] spasm where 
it brought on extreme nausea and sickness with little 
or no alleviation of the pain. In recent years I seem 
to have noted an increase in the number of patients 
whose response to morphine is manifested chiefly by 
nausea and vomiting. But it is just in the most 
desperate forms of cardiac pain, where morphine has 
been pushed unavailingly to the limits of safety, 
that euphyllin intravenously manifests its specific 
powers; and in my paper I mentioned a case of 
typical infarction, where intolerable pain that had 
lasted several hours yielded almost immediately to a 
20 ¢c.cm. injection of this substance. Two hours 
later a recurrence took place, and the patient died in 
extreme agony, without having received the slightest 
benefit from morphine injected, in my absence, by 
another practitioner. 

I will conclude with a brief account of a very 
convincing case. 

On Sept. 14th, 1935, 5 sane cere 20 an net aoe. 2A, 
who for two days had been suffering from recurring 
attacks of cardiac pain of the utmost intensity. A diag- 
nosis of angina pectoris had been concurred in by : @ senior 
consulting physician. Amy] nitrite and morphine had 
been prescribed but had failed utterly, and the paroxyems 
had become more frequent, protracted, and agonising. 
On arrival I found the patient in extreme pain which had 
already lasted two hours. He was unable to speak but 
managed to indicate that he had a terrific substernal 
pain involving also the neck and the left arm. His pulse 
was rapid and irregular, exactly like that of auricular 
fibrillation, impossible to be estimated accurately, and 
his apex-rate by auscultation was found to be about 164. 
His doctor said the pulse had been getting progressively 
worse all day, and as death seemed imminent a detailed 
examination was omitted and a 20 c.cm. syringe was 
hastily boiled. Even in view of the apparent fibrillation, 
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strophanthin or digitalin was not incorporated in the 
solution, but only 20 c.cm. of euphyllin was given, lest 
the issue should be obscured by any polypharmacy. 
Before half the injection had been given the patient 
declared the pain was passing off, his doctor noted at the 
same time a great improvement in the pulse of the wrist 
he was holding, and by the time the whole injection had 
been given the patient was free of pain. 

Within five minutes his pulse became reguiar and 
dropped to 100, and five minutes later it was 82 and 
regular in force and rhythm. Half an hour after, even 
though the patient seemed quite normal, a prophylactic 
injection was given consisting of euphyllin 10 c.cm., 
Calcibronat 10 c.cm., glucose (50 per cent.) 20 c.cm., and 
water to 50 c.cm. The same solution was given for the 
next three days, but on Sept. 17th the patient complained 
of severe precordial pain quite unlike his former experi- 
ences, and not affecting the arms, substernum, or neck. 
Auscultation revealed a loud pericardial friction, especially 
near the apex, but it disappeared the following day and 
did not return. 

Uninterrupted progress was made until Sept. 25th 
when the patient was awakened at 4 a.m. with a severe 
pain in the nuchal, precordial, and substernal areas. The 
pain was not absolutely intolerable, a troublesome cough 
with expectoration (not blood-stained) had developed, 
and on auscultation well-marked i ial friction and 
a reduplicated second sound were observed. The tem- 
perature was 101-5° F., respiration 36, and the pulse 96, 
while no evidence of bronchopneumonia or pulmonary 
infarction could be found. The pain and the reduplica- 
tion disappeared immediately 20 c.cm. of euphyllin had 
been given intravenously, and next day the general 
condition was normal. No further relapse occurred, the 
euphyllin and glucose injections were given until Oct. 16th, 
but the oral use of the tablets was maintained for several 
months, To-day the patient is fit and well, able to attend 
to his business, leading a normal life, and apparently in 
excellent health. 

My excuse for writing at such length is that I am 
anxious that patients should not be deprived of the 
benefit of euphyllin, the most valuable remedy yet 
discovered for a terrible malady. 

I am, Sir, yours faithfully, 
Glasgow, Sept. 8th. James F. QUIGLEY. 


*,* It seems to us that an appreciation of the 
different anginal syndromes—of which effort angina, 
myocardial infarction, and spasmodic angina are 
the most sharply defined—must precede any attempt 
to study their therapeutics. Dr. Quigley’s description 
ot “angina pectoris ° as a severe and frequently 
unbearable pain is, we believe, a relic of the days 
before myocardial infarction was recognised—a relic 
that is regrettable because it is apt to lead to the 
diagnosis of mild effort angina as indigestion until 
an attack of coronary occlusion supervenes. Dr. 
Quigley’s eloquence does not persuade us that 
euphyllin is more valuable than nitrites for angina 
of effort or than morphia for myocardial infarction. 
In animal experiment it has been shown to be a 
powerful coronary dilator, but the available clinical 
evidence of its value in the various types of angina 
is not convincing.—Ep. L. 


IMMUNISATION AGAINST DIPHTHERIA : 
ALUM-PRECIPITATED TOXOID 


To the Editor of Tur LANCET 


Sir,—In a letter which appeared in your issue of 
Nov. 16th, 1935 (p. 1145), I stated that I had met with 
no failure to obtain a Schick-negative result three 
months after a single injection of 0-5 c.cm. A.P.T. 
in 197 cases. The next series of 297 cases treated 
similarly were disappointing inasmuch as 9-8 per cent. 
were definitely Schick-positive and 8-8 per cent. 
slightly positive—a total of 18-6 per cent. All 
except one of these cases who reattended were 


rendered Schick-negative after a further dose of 
0-25¢.cm. One of the three infant schools comprising 
this series gave a posterior Schick-positive rate of 
29 per cent.—a wholly inexplicable result. A third 
series comprising some 1000 children under 8 years 
of age are now awaiting their posterior Schick tests. 

In view of the high Schick-positive rate following 
a single injection of A.P.T. a further series of 100 
children under 8 years of age has been treated with 
two doses of A.P.T.—i.e., 0-1 c.cm. followed in 14 days 
by 0-4 c.cm. There has only been one failure to 
secure a negative posterior Schick result in this series. 

To sum up. Posterior Schick-testing cannot be 
dispensed with after using A.P.T. by the “single 
shot” method. The method of choice with this 
prophylactic appears to be the administration of 
two doses (totalling 0-5 ¢.cm.), as set out above. 

I am, Sir, yours faithfully, 
A. POWELL, 


Oct. 2nd. Medical Officer of Health, Walthamstow. 


TREATMENT OF PRURITUS ANI BY CALOMEL 
To the Editor of Tur LANCET 


Smr,—There is nothing new under the sun. I 
have been using calomel for the past 25 or 30 years 
with unvarying success, but apply it in the form of 
an almost saturated white vaseline ointment, with 
the preliminaries as mentioned by the late Dr. Thaysen. 

I am, Sir, yours faithfully, 

Harley-street, W., Oct. 2nd. LEONARD MOLLOY. 


RIGHT HEART INSUFFICIENCY 
To the Editor of THe Lancet 


Str,—May I make some belated comment on the 
investigation of right and left heart insufficiency 
discussed by Dr. Paul Wood in your issue of 
July 4th (p. 15)? It is a disappointment to me to 
learn that the decholin method does not demonstrate 
circulatory slowing unless there is definite evidence 
of heart failure, as the most difficult clinical problems 
present themselves long before this stage is reached. 
I have endeavoured to evolve a method of estimating 
right heart insufficiency before the onset of failure 
with congestion. My observations (New Zealand 
Med. Jour., December, 1931, October, 1933, June, 
1935) have been chiefly concerned with men showing 
pulmonary degenerative changes following gas expo- 
sure in the Great War, exposure to acid-forming 
explosion gases in mines and tunnels, dust of various 
sorts, widespread fibrotic changes following arrested 
pulmonary tuberculosis, and emphysema where there 
was no certain causative factor. 

My method consists of an estimation of the rise in 
venous pressure, following regulated exertion, in the 
systemic venous circulation and also in the right 
auricle. I estimate the former by means of a tipping 
table where the degree of inclination necessary to 
restore the pulsation level in the external jugular 
vein can be measured. In the latter I rely on the 
effect of the raised right auricular tension on the 
cardio-accelerator reflex. This gives the peaked 
cardiac response to effort so typical of right heart 
insufficiency. Both of these methods provide a 
practical way of estimating disability in the early 
stages from the point of view of assessment of 
pensions. 

One should be on guard if psychic dysfunction 
of the autonomic nervous system is present, when 
an inhibition of the cardio-inhibitory reflex occurs. 
As a rule there is no difficulty in detecting such cases 
by the presence of other nervous phenomena. When 
there is a combination of pulmonary degenerative 
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changes and psychic imbalance, results must be 
interpreted with caution. In cases of congenital 
emphysema a rise in venous pressure following 
exertion is not nearly so marked. I have supposed 
that this fact is to be explained by the existence of 
compensatory pulmonary circulatory changes formed 
during growth in childhood. 

It is to be hoped that Dr. Wood will be able to 
provide us with more exact scientific methods of 
estimating right heart insufficiency. 

I am, Sir, yours faithfully, 
W. N. ABBOTT. 

Auckland Hospital, N.Z., August 28th. 


CHLOROFORM 
To the Editor of Tuk LANCET 


Srr,—At an inquest this week on a case of death 
under chloroform anesthesia, the coroner is reported 
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to have said to the anesthetist that it would be 
far better to use no anesthetic at all than to give 
chloroform. 

It is, in my opinion, owing to such ill-chosen 
remarks, made by coroners with no practical know- 
ledge of anesthetics, that more and more students 
are given no instruction in the use of chloroform. 
While chloroform is admittedly dangerous in certain 
cases it still has a place in the anzsthetist’s repertoire, 
and deaths under chloroform would be far fewer if 
students were encouraged to administer it in all 
suitable cases. 

As long as anesthetists are censured for using 
chloroform, so will lack of instruction continue and 
so will its dangers be increased. 

I am, Sir, yours faithfully, 
J. E. C. Rowse, 


Hon. Anesthetist, Worthing Hospital and 


Oct. 6th. Hove Genera! Hospital. 








CHARLES JOSEPH O’CONNOR, F.R.C.S.I1. 


Dr. Charles Joseph O’Connor, who died last week 
after a brief illness, was of advanced years, but was 
active to within a week of his death in carrying out 
his duties at Colbridge, Kildare. He took the 
conjoint qualifications of the Royal Colleges of 
Ireland as long ago as 1879, and shortly afterwards 
was appointed dispensary medical officer and medical 
officer to the workhouse at Colbridge, where he 
remained for the whole of his professional life. In 
1889 he became a Fellow of the Royal College of 
Surgeons in Ireland. 

Our Dublin correspondent writes: ‘‘ The part 
of county Kildare in which O’Connor lived was, and is, 
a good residential district and gave him an oppor- 
tunity to develop an attractive practice. In this he 
succeeded so well that for many years he enjoyed one 
of the largest professional connexions in Ireland, and 
this was due to qualities in which there was nothing 
meretricious or showy. In his duties to the poor of his 
district he was meticulously attentive, and he turned 
his workhouse hospital into as attractive a district 
hospital as one could see. To the other medical 
men in the county he was the most loyal and kindly 
of brethren and became acknowledged as _ their 
professional leader. He was an active member of 
Council of the Irish Medical Association, and on 
many occasions he was pressed to accept the 
presidency of that body, but his dislike of publicity 
made him refuse. In 1921 while troubles were 
thick in Ireland he, in common with surgeons to 
other hospitals, received an order from the British 
military authorities to report to them any case of 
wounds admitted to hospital. O’Connor, believing 
that such reporting was a breach of his duty to his 
patient, ignored the order, and asked the advice of 
the Royal Colleges from which he held his qualifica- 
tions. As a result both Colleges made protests to the 
Commander of the Forces in Ireland, Sir N. 
Macready, to whose reasonableness it was due that, 
although the order was not withdrawn, no attempt 
was made to enforce it. 

*** O’Connor of Colbridge ’ (as such he was generally 
known) was of the very best class of country practi- 
tioner, both in capacity and in character. He had 
a thorough practical knowledge of every branch of 
general practice, a knowledge cultivated by reading, 
by observation, and by thought. His power of 
clinical diagnosis was amazing, and it was rare 
for more elaborate investigation to discover a flaw 
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in his original diagnosis. To these special qualities 
he brought a fund of shrewd common sense and a 
capacity for clear judgment which do not always go 
with great qualities of mind. He was at once self- 
reliant and modest and scrupulous in all matters of 
professional relations and indeed in all affairs of life. 
And while he was strong in defence of the dignity and 
independence of the profession, he believed and 


. practised his belief that our profession has a duty to 


the public, and particularly to the poor, above and 
outside any question of remuneration. His pro- 
fessional friends recognise that the reputation in which 
the medical professional is held by the public 
was enhanced by the life, work, and character of 
Charles O’Connor.” 





JOHN ANTHONY CARLETON HUNTER, 
L.R.C.P. Lond., M.R.C.S. Eng., L.D.S. 


WE regret to learn the death of Mr. John Hunter 
which occurred at Guy’s Hospital from typhoid fever. 

The only child of Mr. Albert Hunter of Streatham, he 
was born at Westcliff-on-Sea in 1907 and received his 
early education at Los Angeles, where his parents 
resided for some few years. On returning to England 
his education was continued at Richmond-hill 
school and Lindisfarne, Westcliff, whence he proceeded 
as a medical student to Guy’s Hospital. At Guy’s 
Hospital he qualified with the English Conjoint 
Board in 1934, having previously acquired the 
diploma of L.D.S.R.C.8. He was appointed 
demonstrator of operative dental surgery at the hos- 
pital in 1930, a post which he was holding when his 
untimely death occurred. In this capacity he gained 
the highest opinion from school authorities and 
from students, while he was also coéperating success- 
fully in a large dental practice in the West End. He 
was received into the wards of the hospital immediately 
on the appearance of symptoms and for two to three 
weeks showed signs of improvement. But, just as 
he was believed to be recovering, he had a serious 
relapse and died on Sept. 27th. He was unmarried 
and lived with his parents. Mr. Hunter was connected 
with the famous John Hunter, but despite his name, 
not on his father’s side, but through a marriage on 
his mother’s side. 


DEACONESS HospITAL, EDINBURGH.—The Duke 
of York will perform the ceremony of reopening this 
hospital on Dec. Ist. The total cost of reconstruction 
and extension is £40,000. 
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HOSPITAL DINNERS 

St. Bartholomew’s Hospital 

Nearly 160 old students dined on Thursday evening, 
Oct. Ist, in the great hall of the medical school in Charter- 
house-square. Memory was still fresh of the occasion a 
year ago when King Edward VIII., a perpetual student 
of the school, was present at the first annual dinner to 
be held in this hall. The toast of The Medical College 
was proposed by the Minister of Health, Sir Kingsley 
Wood, who spoke of its resemblance to a college of one 
of the older universities, and congratulated the school 
on having within a period of three years raised the major 
portion of the money required, of which it was a source 
of pride to St. Bart.’s men that they had themselves put 
up £60,000. But, he said, the college still lacked a resi- 
dential college worthy of the hospital. Sir Charles Gordon- 
Watson who presided, in replying to the toast, began as 
is customary with a tribute to the members of the school 
who had died during the year—Garrod, Herringham, 
Nelson, Melly—mentioning in the last case the posthumous 
award of the Albert medal. Honours like these should, 
he thought, be inscribed on the wall of the hall. After 
dealing with the athletic record and such achievements 
as the winning back of the inter-hospital swimming cup 
and the establishment of a record in throwing the javelin, 
he mentioned the increasing need for new playing fields, 
the ground at Winchmore Hill being no longer adequate 
for the p During the year the fine anatomical 
department, which they owed to the untiring energy of 
Prof. Woollard, had been opened. But the scheme still 
remained incomplete without a residential college. There 
were, he said, more than 1500 old students who had not 
yet subscribed to the fund; one of them might perhaps 
give, if not a college, at all events a racquets court. The 
new medical block was to be opened next March and in 
the new west wing room was to be found for the X ray 
department and its proper division into diagnostic and 
therapeutic units. He spoke of the disability, under which 
the hospital stood almost alone, of being unable to render 
service to the paying patient of ‘‘ the down-trodden, tax- 
ridden, impoverished middle class.”” He asked old students 
to take a look at the beautiful belfry tower of St. Bartho- 
lomew-the-Less, now denuded of its defacing layer of 
plaster, and at the door which had been built up five 
centuries ago because the bullocks from Smithfield would 
poke their noses into the church. The entry of students 
for the coming year was, he said, good; he did not give 
the actual figure but with kindly malice mentioned the 
number of applicants turned away to other schools. Sir 
Walter Langdon-Brown, proposing The Guests, also spoke 
feelingly of the school’s most urgent need. Ninety years 
ago Sir James Paget, the first warden, wrote to his brother : 
“TI think that we shall soon have a residential college 
worthy of the hospital,’’ but that hope was still to be veri- 
fied. He gave a special welcome to the deans of St. Thomas’s 
and Guy’s who were sitting by him. Prof. L. 8. Dudgeon 
in response told stories against his hosts, remarking amongst 
other things on the need for deans of medicai schools to 
make themselves felt and heard, ‘‘ for your dean, silence is 
impossible.” To the question, what point is there in 
coéperation between hospitals ? he answered: “In 1934 
I was interested in my own hospital, now I am almost 
as much interested in St. Bart.’s as in St. Thomas's.” 
The fact of this codperation was, he thought, one of the 
greatest events in medical education. A pleasant occa- 
sion ended with Dr. H. Morley Fletcher's proposal of 
The Chairman, whom he described as courageous and 
pertinacious to the point of foolhardiness, illustrating his 
point by stories of catching fish in Scotland. 


Charing Cross Hospital 

Past and present students dined together at the Café 
Royal, Regent-street, on Saturday evening, Oct. 3rd. 
This gathering has a character of its own, for there are no 
guests from outside except the representatives of the 
medical papers who are made to feel for the time being 
like members of the school, and the dinner is the social 
function in a week-end post-graduate course held entirely 
for past students. Mr. Philip Inman, who presided as 


chairman of the hospital, thought there was every reason 
to be optimistic about its present and its future. The 
building, he said, belongs to us without debt or mortgage, 
and besides the nursing-home at Hampstead we have 
invested funds of £300,000. For the future three sugges- 
tions had been made: to move out, to amalgamate, or 
to remain in or near the present site of the hospital. 
Charing Cross, with its hundred years’ history of which 
they were proud, was not prepared to move out or to 
amalgamate with anyone. To Mr. Inman’s toast of 
The Hospital and Medical School, Mr. Norman Lake, 
chairman of the medical committee, and Mr. Eric Crook, 
dean of the school, replied. Although there was no 
immediate prospect of rebuilding, said Mr. Lake, the idea 
was by no means in the background. While a small 
school gained in intimacy there must be sufficient clinical 
material. Mr. Crook welcoming Mr. Inman as chairman, 
after 16 years as managing governor, spoke with feeling 
of the death since they last met of Mr. George Verity who 
did so much for the school. He reported an increasing 
number of students ; there are, he said, more applications 
than we can deal with, and we can select the best. Old 
Charing Cross men were sending their sons to the school 
for training. During the year the school had petitioned 
London University to be recognised again for preclinical 
teaching. Dr. Gordon Holmes proposed The Visitors, 
and in reply the Rev. W. P. McCormick, vicar of St. 
Martin-in-the-Fields, spoke of his work as hospital chaplain 
and asked the medical school to work with the clergy in 
the parish. Prof. R. J. 8. McDowall also replied. The 
toast of The Chairman was proposed by Dr. A. W. Oxford 
in a moving address in which he pictured Charing Cross 
having the finest hospital in Europe. To which Mr. 
Inman replied: ‘‘That dream is I believe going to 
become a reality.”” During the evening Mr. Cyril Shields 
entertained the company with the help of a piece of rope 
and a distinguished member of the audience, and Mr. 
Ronald Frankau failed to shock with some original and 
very topical songs. 
St. George’s Hospital 

The annual reunion dinner of old students was held at 
Claridge’s Hotel, London, on Thursday, Oct. Ist. The 
chairman, Dr. Harold Spitta, proposed the health of The 
School which, he said, was, as it always had been, progressive 
and efficient, and efficiency led to success in a world where 
incompetence had to-day no place. The rebuilding of the 
hospital would be in all their minds. It was a difficult 
project and only recently had an architect been found 
who could submit a design that would conform to the 
requirements of the medical staff, and would provide a 
hospital of five or six hundred beds, including a medical 
school twice the present size. The character of the build- 
ing to be erected at such asite, and the building restrictions 
at Hyde Park-corner, must form difficult obstacles for any 
architect to surmount, and the fact that all negotiations 
so far had been successfully completed was due to the 
untiring energy of Lord Greville and Lord Winchelsea. 
“The new medical school,”’ said Dr. Spitta, “‘ will be up to 
date in every detail and will be incorporated in the main 
building together with the various laboratories and 
departments that are ancillary to a modern general 
hospital. Towards the school Dr. Charles Slater, whom 
I am proud to call friend and teacher and delighted to see 
present with us to-night, has contributed £10,000 for the 
purpose of equipping the medical laboratories. To an 
industrial health research laboratory a magnificent 
donation of £10,000 has been received from Mr. Frank 
Smith. It is not possible to devote public money to the 
building of a medical school, but there has been inaugurated 
a fund towards this purpose of which Dr. Torrens is in 
charge. Mr. Frankau has also opened a fund for subscrip- 
tions from those medical women who received their train- 
ing or degrees or diplomas from St. George’s Hospital and 
this fund, I am glad to say, is proving successful. Lastly, 
I am sure you will be glad to know that the late Dr. George 
Samuel Seccombe bas left us £20,000, which will shortly 
be available for rebuilding purposes.’’ Speaking of the 
great power of the medical profession in modern affairs, 
Dr. Spitta dwelt on the manner in which their advice was 
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sought for in the distribution of charity. Had they, he 
wondered, utilised to the full that power for raising money 
for the hospital? They had a small but distinguished 
medical school and during the past 200 years had educated 
many men who had reached the highest pinnacles of the 
profession. If they all, he said, would do what they 
could for their hospital it would be only a short time before 
the new building arose, when he felt confident that the 
next 50 years would prove to be more glorious than the 
previous 200. 

Mr. Ivor Back, speaking for the dean, said that it was the 
obvious duty of all to help as they could. If they had been 
unduly long in coming to decisions it should be remembered 
that the smallest detail required deep consideration. The 
reason why he spoke as dean was because that night there 
were two deans. Mr. Nicholls, who had succeeded Dr. 
Feiling, wished him to say the examination results and 
entries were up to the expected standard. Dr. Feiling 
had been dean for ten years, but the increasing calls on 
his time had made it necessary for him to resign, Many 
of those present owed their success to his advice, and he 
passed the school on in a state of health greater than he 
received it. Mr. Back added that a set of dining-room 
chairs had been presented to Dr. Feiling by his colleagues 
on the staff as a token of the regard which they held for him. 

Dr. Feiling, in reply to the toast of his health, said that 
the office of dean provided a wonderful opportunity for 
learning all there was to know about a medical school, 
about one’s colleagues, and about the students. And it 
was the individual worth of the students that made up 
the character and reputation of a medical school, and to 
them he owed a debt for their loyalty. He felt the 
opportunities and privileges he had had during his dean- 
ship were sufficient reward but he was grateful to his 
colleagues for the presentation and especially for the 
way they had treated him during the past ten years. 

Sir Crisp English proposed the health of the Chairman 
chosen for the post because the staff wished to express 
to him their gratitude for the big part he had been taking in 
the rebuilding appeal. Dr. Spitta had collected between 
25 and 30 thousand pounds for St. George’s Hospital, and 
there was no man in London that might not be the poorer 
for meeting Harold Spitta—and St. George’s the richer. 
There was nothing Spitta would not do for St. George’s, 
and no trouble too great for him. 


St. Mary’s Hospital 
The medical school was itself the toast of the evening 
at the annual dinner held at Claridge’s Hotel on Saturday, 
Oct. 3rd, when Dr. J. O. Symes presided. Dr. W. E. 
Henley said that the selection of a junior member of the 
hospital staff for proposing the toast of The School had 
shown that St. Mary’s was looking to the future rather 
than to the past for its greatness; there was no time 
for resting on their oars or for proclaiming their very 
creditable history. He was uncertain whether to con- 
gratulate Dr. C. M. Wilson, the dean, as the mother or 
as the midwife of the robust and thriving medical school. 
The labour had indeed been prolonged and difficult, but 
Dr. Wilson had expertly applied his forceps of persuasive 
extortion and had by his tact inhibited all pains. The 
new school would be a monument to him and to all who 
had helped him ; by his energy he had well deserved the 
patient’s comment, “‘ That’s the dean, that was.” Dr. 
Wilson’s example had stimulated other maternal instincts, 
ing to the production of quintuplets by Col. W. 
Parkes, the house governor, there being a new nurses’ 
heme, a paying block, a fracture clinic, the Lewis Carroll 
children’s room—and a new carpet fcr the residents. 
The school and the hospital were inseparable, and all 
rogress depended on their codrdination. Dr. Wilson 
had also been pediatrician to his child and gigantism had 
been preven’ by refusing to accept more students than 
there was clinical material, maintaining the essential 
personal contacts between teacher and student. There 
would be 570 beds in the hospital when the new nurses’ 
home was finished and the space now occupied was 
released ; this meant that the hospital had doubled its 
size since the war, a record of controlled progress that 
was a point greatly in favour of the voluntary hospital 
system. In sport the medical school had had a fillip from 
the acquisition of the Old Merchant Taylors’ ground at 
Teddington, which would be occupied next year. Dr. 


Wilson, in responding, said that it was immensely impor- 
tant for past students to keep in touch with the present 
school. The results of Col. Parkes’s efforts rested on 
Dr. Henley’s generation, for the school was not made 
great only by good buildings, a fine athletic record, or 
a big bank balance. If necessary they should ask them- 
selves the question in G. K. Chesterton’s desperate tele- 
gram, “‘ Am at Liverpool. Where ought I to be?” Dr. 
Symes, responding to the toast proposed by Dr. Wilson, 
said that he represented the class of provincial general 
practitioners, the production of which was one of St. 
Mary’s greatest works. With his fellows he was intensely 
proud of the hospital’s enhanced prestige. He congratu- 
lated the dean on his organisation and on the well-equipped 
buildings. Finally the diners heard a running com- 
mentary broadcast that evening from America on the 
mile race in which J. E. Lovelock, a student of the hospital, 
finished second. 

Middlesex Hospital 


Presiding over the annual dinner on Friday, Oct. 2nd, 
Prof. James McIntosh pointed out that the Bland-Sutton 
institute of pathology, which he directs, celebrates its 
majority this year. The development of this institute, 
and of those founded subsequently at the hospital, bore 
witness to the foresight shown by Sir John Bland-Sutton. 
Thanks largely to that foresight one must now go a long 
way to find a hospital so completely equipped for scientific 
investigation. In post-graduate education, Prof. McIntosh 
felt, nothing could take the place of training in patho- 
logy. Before practising medicine the doctor should know 
the meaning of the tests he must employ ; and a knowledge 
of laboratory medicine could only be got by holding an 
appointment in pathology or by carrying out a piece of 
research. Research was an exacting mistress; but it 


‘must not be imagined that the pathologist led a dull 


life. In his leisure moments he had opportunities for 
psychological investigations of his neighbours, and Prof. 
McIntosh communicated the results of his own unofficial 
inquiry into the ferment—or was it a virus ?—that 
changed the character of his colleagues as they succeeded 
to deanship of the medical school. The next speaker was 
Mr. Edward Meyerstein, often mentioned with gratitude 
at previous dinners but never before seen in the (sub- 
stantial) flesh. He won all hearts with his story of a 
search in bitter weather for a northern maternity hospital 
he had agreed to visit. (“ First on the right and second 
on the left,” said the little boy. ‘“‘ But don’t cry, mister. 
They'll give you chloroform.”) As dean, Dr. H. E. A. 
Boldero struck a more solemn note, declaring amid 
applause that the number of students would be limited 
by the space available at the bedside, and describing the 
steps being taken to provide adequate room for students 
before they reached it. Dr. J. C. B. Bone, the senior 
Broderip scholar, gave on the whole a favourable account 
of his late teachers, and Mr. Carnac Rivett spoke even 
more kindly of The Guests. Mr. H. L. Eason, in reply, 
said he supposed no hospital medical school had made 
the same progress as the Middlesex during the past thirty 
years. If Mr. Somerville Hastings was waiting for the 
hospital to drop into the capacious maw of the London 
County Council Mr. Eason hoped he would die a disap- 
pointed man. Mr. D. H. Patey, proposing The Chairman, 
spoke of the great qualities and fine record in research 
that Préf. McIntosh conceals behind a modest and diffi- 
dent manner. The scratch golfer and high speed motorist 
was also an ardent follower of rugger—in which capacity 
he had none of the decadent southern ideas about hoping 
the better side would win. In acknowledging Mr. Patey’s 
fine tribute Prof. McIntosh returned to the sayings of 
his alma mater. “Take away Aberdeen and twelve 
miles round,” he said, “‘ and where are you ?” 
St. Thomas’s Hospital 

The annual dinner of St. Thomas’s Hospital medical 
school was held at the Dorchester Hotel on Friday, 
Oct. 2nd. Dr. J. R. Harper, who was in the chair, proposing 
the toast of The Hospital and Medical School, said he 
thought the evolution of the modern hospital was the 
greatest triumph in the advance of scientific principles. 
One of the oldest hospitals, St. Thomas’s had traditions 
as jealously maintained and guarded by the present as 
by the past. He congratulated those who directed the 
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school on its high position and widespread popularity, 
evident in the difficulty in finding places for all who 
wished to enter. Sir Arthur Stanley responding, said 
that it was just a hundred years since the divorce between 
St. Thomas’s and Guy’s. He read a contemporary account 
in Tue Lancet on the dispute, which described the strange 
dress of the leader of the St. Thomas’s faction. He thought 
that this must have been the then dean, and he suggested 
that the present holder of that office should add a pleasant 
touch to the hospital staff by adopting the uniform of 
his predecessor. Referring to the new nurses’ home 
and to the additions to the present nursing-home that 
had been made possible by Lord Riddell’s generosity, 
Sir Arthur said the new building would make the home 
what it ought to be, for though it was the first of its 
kind it had lately become a back number. It would now 
be up to date and comfortable, all the principal rooms 
overlooking the river. Speaking as treasurer of the 
hospital, he said that though continuous expansion was 
necessary to keep pace with every advance, announce- 
ments of new discoveries had become a nightmare to him. 
Prof. L. 8. Dudgeon, dean of the medical school, who also 
replied, said that among the new buildings there was 
also the Michael and Sidney Herbert Institute for medical 
research, which he hoped would be completed in the next 
year. It would enable experimental research to be carried 
out in a fully equipped laboratory. Another valuable 
gift had been the Megaw bursary to help students who 
were in financial difficulties. The greatest loss that the 
staff had had in the past year had been when Prof. J. 
Mellanby had gone to Oxford, succeeding Sir Charles 
Sherrington whom he had succeeded at St. Thomas’s. 
He referred also to the loss by death of two members 
of the consulting staff, Mr. W. H. Battle and Sir Charles 
Ballance. He was very glad to see there the deans of 
the medical schools at St.: Bartholomew's and Guy’s. 
There presence was symbolic of the ever-increasing spirit 
of codperation among the three hospitals, a spirit, he said, 
that must come in the voluntary hospitals throughout 
the country. Mr. O. N. Chadwyck-Healey replied to 
Prof. Dudgeon’s toast of The Guests, and Colonel R. J. C. 
‘Thompson proposed the chairman’s health. 





Royal College of Surgeons of England 

A series of demonstrations of specimens in the museum 
will be opened on Monday, Oct. 19th, when Dr. L. W. 
Proger will give the first of three lectures on intestinal 
diseases. His other lectures will take place on Oct. 26th 
and Nov. 2nd. Dr. A.J. E. Cave will speak on the nature 
of various fascize on Oct. 23rd, on the inguinal canal and 
its hernie on Oct. 30th, and on the anatomy of abdominal 
herniz on Nov. 6th. The lectures will be held at 5 p.m. at 
the College, Lincoln’s Inn-fields, London, W.C., and they 
are open to medical practitioners and advanced students, 
University of London 

Five Heath Clark lectures on the development of 
bacteriology, with an account of some of the pioneers 
who made it a science, will be given by Prof. William 
Bulloch, F.R.S., emeritus professor of bacteriology in 
the University, at the London School of Hygiene, Keppel- 
street, on Nov. 16th, 18th, 23rd, 25th, and 27th at 5.30 p.m. 
On Dee. 7th, 8th, and 9th at 5.30P.m., at Guy’s Hospital 
medical school, Dr. George W. Corner, professor of anatomy 
in the University of Rochester, U.S.A., will lecture on 
the ovarian hormones. On Nov. 5th, at 5 P.m., at the 
Royal Society of Medicine, 1, Wimpole-street, W., Mr. 
Walter Howarth, surgeon to the ear, nose, and throat 
department of St. Thomas’s Hospital, will deliver the 
Semon lecture on some tumours and ulcers of the palate 
and fauces. 

Dr. H. H. Woollard, professor of anatomy at 
St. Bartholomew’s Hospital medical school, has been 
appointed professor of anatomy at University College in 
succession to Sir Grafton Eliot Smith, F.R.S.,who has retired. 
University of Sheffield 

During October, November, and December a series of 
post-graduate clinics will be held at the Royal Infirmary, 
the Royal Hospital, and the Jessop Hospital on Sundays 
and Fridays. Further particulars may be had from the 
secretary of the clinical medical studies committee, the 
University, Sheffield, 10. 
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University of Edinburgh 


Under the auspices of the William Ramsay Henderson 
trust four lectures on the hypothalamus will be given at 
University New Buildings, Teviot-place, on Oct. 13th, 
15th, 20th, and 22nd, at 5 p.m. Prof. W. E. Le Gros 
Clark will speak on morphological aspects of the hypo- 
thalamus, Dr. John Beattie on functional aspects of the 
hypothalamus, Dr. George Riddoch on clinical aspects 
of hypothalamic derangement, and Mr. Norman Dott 
on surgical aspects of hypothalamic disorders. Tickets 
may be had on application from the agents for the trustees, 
Messrs. Wallace and Guthrie, 3, Charlotte-square, Edin- 
burgh, 2. 

Presentation to Prof. Turnbull 

On Friday, Oct. 2nd, a portrait in oils of Prof. H. M. 
Turnbull was presented to him at the Bernhard Baron 
institute of pathology at the London Hospital, by a small 
group of his pupils (S. L. Baker, W. G. Barnard, A. B. 
Bratton, Hugh Cairns, Donald Hunter, W. D. Newcomb, 
Sibyl Robinson, Dorothy Russell, and W. W. Woods). 
The portrait, which is generally held to be highly successful, 
is the work of Wilhelm Kaufmann, of Salzburg, and shows 
Dr. Turnbull in his white coat, looking up from his micro- 
scope. The meeting on Friday was of an informal character: 
a tea-party was held at the institute and the portrait was 
inspected by those concerned. 


Society of Apothecaries of London 

The first Joseph Strickland Goodall lecture on cardio- 
logy will be delivered by Dr. John Hay on Wednesday, 
Oct. 14th, at the hall of the society, Water-lane, Queen 
Victoria-street, London, E.C.4, at 9 p.m. Members of 
the medical profession are invited to attend. 
Royal Sanitary Institute 

The next exhibition of this institute is to be held at 
Birmingham in July, 1937, at the same time as the health 
congress. 
Post-graduate Course in Hungary 

The Central Medical Post-graduate Committee in 
Hungary have arranged for a course, for medical practi- 
tioners, to be given in German, French, and English in 
Budapest from Jan. llth to 16th. Further information 
may be had from the office of the committee, Budapest 
VIII, Ulléi ut 26. 
Welsh National School of Medicine 

On Tuesday, Oct. 13th, at 5p.m., Dr. J. S. Fairbairn, 
consulting obstetrician to St. Thomas’s Hospital, will give 
an opening address for the new session at the Institute 
of Physiology, Newport-road, Cardiff. He will speak 
on constructive hygiene in obstetrics. 


Hampstead General and North-West London 

Hospital 

In opening a series of post-graduate lectures to be held 
at this hospital during the winter, Lord Snell, chairman 
of the London County Council, will speak on the past and 
present relationships of England and America. The 
address will be given at the hospital at 3 p.m. on Wednesday, 
Oct. 21st. 
Rogers Prize 

This prize, which under the will of the Joseph Rogers 
who died in 1869 is offered every ten years for an essay 
on the treatment of the sick poor and is administered 
by the Society of Apothecaries of London, has been 
awarded this year to Dr. Llywelyn Roberts. Dr. Roberts 
has recently been appointed assistant medical officer of 
health for Bristol. 
The Causes of War 

A course of 12 lectures and study-group discussions on 
advances in understanding causes of war is shortly to be 
held at Friends House, Euston-road, London, N.W. 
The first six lectures will be given by Dr. Graham Howe 
on Oct. 12th, 14th, 21st, 28th, Nov. 2nd, and 9th. The 
lecturers for the second half of the course will include 
Lord Allen of Hurtwood, Sir Norman Angell, Mr. Gerald 
Heard, and Mr. G. A. Lyward, and they will take place 
on Nov. llth, 18th, 25th, Dec. 2nd, 9th, and 16th. All the 
lectures will be at 5.30 p.m. and further information may 
be had from the general secretary of the Home and School 
Council of Great Britain, 29, Tavistock-square, London, 
Ww.C.l. 
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Institute of Medical Psychology 

A series of ten public lectures on mental health in child- 
hood, beginning on Oct. 14th, will be given during the 
winter at this institute. Further information may be 
had from the secretary of the institute, Malet-place, 
London, W.C.1. 


Gresham College 

Dr. J. Alison Glover, senior medical officer of the Board 
of Education, will lecture at Gresham College, Basinghall- 
street, London, E.C., daily at 6 P.m., from Oct. 13th to 
16th inclusive. His subject is Airs, Waters, and Places. 


British Spas Federation 

At a meeting of the British Spas Federation held 
recently at Woodhall Spa Mr. John Hatton, of Bath, 
was appointed hon. secretary in succession to the late 
Mr. F. J. C. Broome. A speaker who had lately visited 
certain continental spas said that at few, if any, of these 
do the treatment establishments meet their working 
expenses; they rely either upon the sale of exported 
bottled waters or perhaps indirectly on a kurtax or on 
assistance from the State. Government encouragement 
had been of immense assistance, and continental spas 
had in turn been able to develop in such a way as to 
become still greater health assets to the community. 
The faculties in hydrology at French and other univer- 
sities enabled medical students to appreciate the value 
of spa methods and the suitability of the various spas to 
each particular case. Welcoming the Federation to a 
dinner at the Petwood Hotel, Sir Archibald Weigall 
emphasised the value of coédperation, and the financial 
difficulties with which British spas, especially the smaller 
ones, are f. 


British Institute of Radiology 

On Thursday, Oct. 15th at 8 p.m., Prof. J. A. Crowther, 
Sec.D., is giving his presidential address to this institute, 
his subject being physics and radiology. The next day 
at 11 a.m. the medical members will visit the new diagnostic 
X ray department at the West London Hospital and at 
5 p.m. there will be case demonstrations and discussions 
at the Institute. 

The annual congress of radiology will be opened at the 
Central Hall, Westminster, on Dec. 2nd by Sir Farquhar 
Buzzard. Dr. Arthur C. Christie, who will preside over 
the fifth International Congress of Radiology which is 
being held at Chicago in 1937, will deliver the Silvanus 
Thompson lecture and Mr. J. D. Cockcroft, Ph.D., the 
Mackenzie Davidson lecture. On Dec. 3rd the subject 
chosen for discussion is bone tumours and their differential 
diagnosis and the opening paper will be read by Dr. J. F. 
Brailsford. On Dec. 4th the subject will be anatomical 
variations of the gastro-intestinal tract and the opening 
speaker will be Sir Thomas Dunhill. Further information 
may be had from the Secretary of the Institute, 
32, Welbeck-street, London, W.1. 


International League against Epilepsy 

On Friday, Oct. 16th, the first annual meeting of the 
British branch of this league will be held in the rooms 
of the Medical Society of London, 11, Chandos-street, W.1. 
Since the inauguration of the parent society, just over a 
year ago, national branches have been instituted in Great 
Britain, the United States, Holland, and Scandinavia, 
and branches are in the process of being organised in 
Germany and in the Irish Free State. The objects of the 
league are to coérdinate the activities of those interested 
in the better care and treatment of epileptics, and to 
stimulate interest in the social and scientific aspects of 
the disease. Business will commence at 10 a.m., and 
between the morning and afternoon sessions there will 
be a luncheon at Pagani’s Restaurant. Those reading 
papers include Drs. Douglas McAlpine, Russell Brain, 
Gwenvron Griffiths, Mayer-Gross, Norwood East, Frank 
Schneider, and Helen Murray. Amongst the topics to be 
discussed are epilepsy in its relationship with crime and 
delinquency, and the hereditary aspects of the disease— 
with special reference to the recent German work on this 
problem. Any medical practitioner interested should 
communicate with the temporary secretary, Dr. Macdonald 
Critchley, 137, Harley-street, London, W.1. 


Society for the Provision of Birth Control Clinics 
A lecture on the theory and practice of contraception 
will be given to medical practitioners and medical students 
by Dr. Gladys Cox on Friday, Oct. 30th, at 6 P.m., at the 
Walworth Women’s Welfare Centre, 153a, East-street, 
London, 8.E. Practical demonstrations will be given on 
Friday, Nov. 6th, at 6 and 7 p.m. The lecture and demon- 
strations will be open to medical practitioners and to 
students who have completed their gynzcological course. 
Tickets may be obtained in advance from the centre. 


Chadwick Public Lectures 


On Tuesday, Oct. 27th, at 8.15 p.m., at Manson House, 
26, Portland-place, London, W., Mr. Eardley Holland 
will give the first of the autumn lectures arranged by the 
Chadwick Trust. He will speak on perils of parturition 
for the child—their nature and prevention. On Nov. 5th 
in the hall of the Royal Society of Arts, John-street, 
London, W.C., Mr. Robert Hyde will discuss industry’s 
eontribution to public health, with special reference to 
the voluntary medical services of firms. On Nov. 24th, 
at 5.15 p.m., at B.M.A. House, Tavistock-square, London, 
W.C., Sir Francis Fremantle will read a paper entitled 
the Doctor’s Mandate in Parliament. The last lecture 
will be given on Dec. 9th at Manson House at 8.15 p.m. 
by Sir Weldon Dalrymple-Champneys, on modern views 
on infection and disinfection. Besides these London 
meetings, on Nov. 20th, at 8 p.m., Mr. Lionel Pearson will 
lecture at the Town Hall, Gateshead, on modern hospital 
construction. Further particulars of the lectures may be 
had from the secretary of the Trust, 204, Abbey House, 
London, S.W.1. 


- Medical Diary 


SOCIETIES 
ROTAL SOCIETY A MEDICINE, 1, Wimpole-street, W. 
MonDAY, Oct. 12th 
United Services. 4.30 P.M. Surgeon Rear-Admiral J. 
Falconer Hall: Mental Treatment Act, 1930, with 
r Application to Service Cases. (Presidential address.) 
UESDAY 
Therapeutics and ee ag me 5 P.M. Dr. Dorothy 
Hare: A Therapeutic Trial of a Raw Vegetable Diet 
in Chronic Rheumatic Conditions. (Presidential 
address.) 
WEDNESDAY. 
History of Medicine. 5 P.M. Dr. J. D. Gilruth: Chiron 
and Minoan Medicine. 
THURSDAY. 
rmatology. 5 P.M. (Cases at 4 P.M.) Dr. Henry 
MacCormac: 1. Leukemic Erythrodermia. Dr. 
H. 8. Burnell-Jones and Dr. R. Carsweil (introduced 
by Mr. H. Corsi): 2. Lupus Vulgaris under Treatment 
with - 





Neurology. Dr. C. M. Hinds Howell: Arach- 
noiditis. ‘Presidential address. ) 
FRIDAY 


Radiology. 6.45 P.M. Dr. Douglas Webster: The Con- 
tribution of Radiology to the Cancer Problem. (Presi- 
dential address.) 

Obstetrics and Gynecology. 8P.M. Dr. Elizabeth Hurdon : 

jan Cases of Tumour of the Uterus, Secondary to 
tystic Ovarian Tumours. Mr. V. B. Green- -Armytage : 
Nn ae me oh in a London Child of Nine PS of 
Age. Miss Alice Bloomfield: A Case of 
Carcinoma of the Fallopian Tube. Cinemete raph 
Wate ye tangs and ~ gemma by Mr. 
of the of 
HUNTERIAN SOCIETY. 

Monpay, Oct. 12th.—7.15 P.M. eg t 8 Restaurant, 
“Bird-in-Hand-court, Cheapside), Mr. H. L. Attwater : 
Reflections in the Gystoscope. 

BIOCHEMICAL wigs 9 i 

SATURDAY, Oct. 17th.—2.30 p.m. (Biochemical Laboratory, 

_— bridge), Short Communications and Demonstra- 


PADDINGTON Lag pa sorter Y 
TUESDAY, Oct. 13th.— (Great Western Royal Hotel, 
ww. oe. B. DD. Gilieepise ne erg and Contra- 
indications for Barbiturate Medicat 
SOCIETY FOR THE STUDY OF INEBRIBTY. 
TUESDAY, Oct. 13th.—4 p.m. (Friends House, Euston- 
road Rwy Prof. D. K. Henderson: Alcoholism and 
Peye (Norman Kerr lecture.) 
MEDICAL SOCIETY OF eta ll,  Chandee-stentt, Ww. 
Monpay, —— 12th.—8 Annual General Meeting. 
P.M., Sir William. Willcox : Clinical Immunity. 
(Presidential address.) 
BOXAL te SOCIETY OF TROPICAL MEDICINE AND 


Sonues?. pt. 15th. 2. 15 P.M. (Manson House, 26, 
Portland-place, W.), Dr. H. Lyndhurst Duke: Recent 
Observations on the Biolbes of the Trypanosomes of 
Man in Africa. 
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LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


UNIVERSITY OF LONDON. 
MonbDay, Oct. 12th.—5 p.m. (University College, Gower- 
street, W.C.), Dr. R. J. Lythgoe: Physiology of 
Vision. (First of five lectures.) 
TUESDAY.—5 P.M., Dr. Charles Reid: The Endocrine 
Organs in Relation to Metabolism. (First of four 


lectures.) 
UNIV ERSITY. OF Peerenaes. 
TurEspay, Oct. h.—5 P.M., Prof. W. E. Le Gros Clark : 
Morphological, Aspects of the Hypothalamus. 
THuReDAY.—-5 P.M., Dr. John Beattie: Functional Aspects 
of Hypothalamus. (William Ramsay Henderson 


lectures.) 
we eS APOTHECARIES OF LONDON, Waterhouse- 
street, E.C. 
Wenes, Oct. 14th.—9 P.m., Dr. John Hay: Joseph 
trickland Goodall Lecture on Cardiology. 
ROYAL INSTITUTE OF PUBLIC HEALTH. 
MonpDay, Oct. 12th, TUESDAY, and WEDNESDAY.—4 P.M. 
(Institute of Hygiene, 28, Portland-place, W.), Dr. 
mM. Poynton : Juvenile Rheumatism. (Harben 


res.) 
BRITISH” POSTGRADUATE MEDICAL SCHOOL, Ducane- 
. , 


Monpbay, Oct. 12th—2.15 pm. Dr. Duncan White: 
Radiological Demonstration. 

TUEsDAY.—4.30 P.M., Dr. H. Yellowlees: Psychological 

edicine in Practice. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2.30 P.m., clinical and pathological con- 
ference (surgical). 4.30 pM. Mr. J. E. Barnard, 
F.R.S.: Microscopy. 

THURSDAY.—2.15 P.M., operative obstetrics. 2.30 P.M., 
Mr. G. Jefferson : Surgery of Nervous System. 3.30 P.M., 
Dr. R. E. Roberts : Radiology in Obstetrics. 

FrRmDAyY.—2.15 P.M., Department of Gynecology: Patho- 
logical Demonstration. 

Dees, 10 a.m. to 4 P.M., medical clinics, surgical clinics or 

perations, obstetrical and gynecologica clinics 
WEST LON DON HOSPITAL POST-GRADUATE “COLLEGE, 
Hammersmith, W 

Monpay, Oct. 12th.—10 A.M., skin clinic. 11 A.M., surgical 
wards. 2 P.M., gynecological and surgical wards, 
os medical, surgical, eye, and gynecological 
slinics. 


c 

TUESDAY.—10 a.M., medical wards. 11 A.M., surgical 
wards. 2 P.M., throat, nose, and ear, medical, and 
surgical clinics, operations. 4.15 P.M., Dr. Owen 
The New-born by. 

WEDNESDAY.—10 a.M., children’s clinic. 11 a.M., medical 
wards. 2 P.M., ‘eye, medical, and surgical clinics. 
4.15 P.m., Mr. Harvey Jackson’: Head Injuries. 

THURSDAY.—10 A.M., neurological and ‘yneecological 
clinics. Noon, fracture clinic. 2 P.m., medical, surgical, 
ere. and genito-urinary clinics. 4 P.M., venereal 


FrRmpay.—10 a.M., medical wards, skin clinic. Noon, 
lecture on treatment. 2 P.M., medical, surgical, and 
throat, nose, and ear clinic. 4.15 P.m., Mr. Viasto: 

: Minor Operations in Otolaryngology. 

SATURDAY.—10 A.M., children’s and surgical clinics. 11 A.M., 
medical wards. 

The } anny S43, 15 wate are open to all medical practi- 

ners wit 
INSTITU TE OF MEDIC AL PSYCHOLOGY, Malet-place, W.C. 

MonbDay, Oct. 12th —3 P.m., Dr. H. Crichton-Miller : 
Toxic and Endocrine Factors in the Psychoneuroses. 
4.30 p.m., Dr. E. A. Bennet: Methods of Investiga- 
tion: Hypnosis: Word Association: Automatic 
Writing and Drawing. 5.45 p.m., Dr. William Nunan : 
Hypnosis and Suggestion 

WEDNESDAY.—8.30 P.M., Prof. ©. G. Jung: Psychology 
and National Problems. 

THURSDAY.—3 P.M., Dr. J. A. Hadfield: Psychological 
Background. 4.30 p.m., Dr. Bennet: Free Association. 
- - P.M., Dr. B. D. Hendy: A Case of Self-conscious- 


LONDON’ “SCHOOL OF DERMATOLOGY, 5, Lisle-street, 


,! SG Oct. 13th.—5 p.m., Mr. H. Corsi: Syphilis 
through Four Centuries. 

WEDNESDAY.—5 P.M., Dr. I. Muende: Histopathology of 
Common Skin Diseases. (Chesterfield lectures.) 

FELLOWSHIP OF MEDICINE AND POST- ~ ~itobe 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

MonpDay, Oct. 12th, to SUNDAY, _ Oct. 18th. —_INFANTS 
HOspPrrat, Vincent-square Tues., Wed., and 
Thurs., 8 P.M., primary F. Ro cs anatomy and physio- 
logy course.—-ST. JOHN’S HospitaL, 5, Lisle-street, 
W.C. Afternoon course in dermatology. —NATIONAL 
HOSPITAL FOR DISEASES OF THE HEART, Westmore- 
land-street, W. All-day course in cardiology — 
West END HOSPITAL FOR NERVOUS DISEASES, In- 
Mir. net. Gloucester-gate, N.W. Tues., 8.30 P.M., 

mdsay Rea: emonstration on Fundus 
uli—PRESTON HALL, near Maidstone, Kent. Sat., 
per 8 on pulmonary tuberculosis. —CANCER 
ge Fulham-road, 8.W. Sat. and Sun., course 


in 
LONDON HOSPITAL, E. 

WEDNESDAY, Oct. 14th.—10 a.m., Mr. A. G. Allen: Inter- 
pretation of Dental X Ray Films, Aah Special Refer- 
ence to Pyorrhea. 11 A.M., Mr. A. M. A. Moore: 
Lecture on Amputations, followed by a Demonstra- 
tion of Artificial Limbs. Noon, Mr. H Cairns : 
Head Injuries. 2 P.m., Dr. George Riddoch : Demon- 


pe al of aa al Cases. 3 P™M., Dr. John 
kinson: Dropsy. 4.30 pm. Dr. G. ” Vilvandré : 
A Radiological Survey. 5.30 p.M., Dr. Donald Hunter : 


Saints and Martyrs. 

THURSDAY.—10 a.M., Mr. Charles Goulden: The Com- 
moner Eye Diseases of Childhood. 10.45 a.M., Mr. 
Alan Perry: Hemorrhoids. 11.30 am. Dr. W. J. 
O’Donovan: Arsenic and the Skin. 12.15 p.m., Mr. 
W. M. Morris: Facial Paralysis. 2 pm. Dr. W. 
Russell Brain: The Diagnosis of “An Attack.” 
3 p.m., Prof. J. R. Marrack: Detection of Vitamin 
Deficiencies. 4.15 P.M., Prof. John Ryle: Anorexia 
Nervosa. (Schorstein lecture.) 

FRIDAY.—10 Aa.M., Mr. Norman Patterson: Hoarseness, 
its Causes and Treatment. 11 a.M., Sir Robert Woods: 
Chronic Arthritis—with Demonstration of Cases. 
Noon, Mr. Eardley Holland: Birth Injuries to the 
Child during Labour and how to avoid them. 2 P.M., 
Dr. Cecil Wall: Arrested Pulmonary Tuberculosis 
3 P.M., Dr. Otto Leyton: Complications of Diabetes 
Mellitus. 4.30 p.m., Mr. Victor. Dix: Hematuria. 
5.30 Pp.m., Dr. Clark-Kennedy : Cabbages and Kings. 
9 P.M., Prof. William Wright: The Princes in the 
Tower. 

SaTURDAY.—10 a.M., Mr. Russell Howard : Clinical Demon- 
stration. ll ‘aM. Dr. Tallerman: Common 
Disorders of the Newly Born Infant. Noon, Dr. 
Horace Evans: 8. coli infections of the Urinary Tract 

This course is open only to former students of the hospital. 

NATIONAL HOSPITAL, Queen-square, W.C 

Monpbay, Oct. 12th.—3.30 p.Mm., Dr. Kinnier Wilson: 
The Motor System. 

TUESDAY.—3.30 P.mM., Dr. Carmichael: The Sympathetic 
Nervous System 

WEDNESDAY.—3.30 P.M., Dr. Kinnier Wilson: Clinical 
Demonstration. 

THURSDAY.—3.30 P.M., Dr. Carmichael: The Sympathetic 
Nervous System. 

FRIDAY.—3.30 P.M., Dr. Bernard Hart: Psychopathology 
(2). 


Out- ated clinic daily at 2 p.m 
at ITAL FOR SICK CHILDREN, Great Ormond-street, 


NN EDNESDAY, Oct. 14th.—2 P.mM., Dr. W. G. Wyllie: The 
Physiology and Nutritional Requirements of Infant 
Feeding. 3 p.M., Dr. A. Signy: Blood-cells: their 
Types, Origin, and Significance. 

Out- ~patient clinics daily at 10 a.m. and ward visits at 


P.M 
ST. PAUL’S HOSPITAL, Endell-street, W.C. 
ete > Oct. 14th.—4.30 p.m., Mr. J. K. Hasler: 
nesthesia in U ~ A Surgery. 
ST. MARY'S HOSPITAL, 
THURSDAY, Oct. 15th.—5 , Dr. G. O. Barber: Clinical 
Records and Book- keepin i (General Practice II.) 
GRESHAM COLLEGE, Basinghall-street, E.« 
TUESDAY, a 13th, = Ki till FRIDAY.—6 P.M » Dr. 
J. Alison Glover : aw and Places. 
MANCHESTER "ROYAL ‘ INFIRMAICY 
TUESDAY, Oct. 13th.—4.15 P.m., Mr. F. G. Wrigley : Some 
Causes of Nasal Obstruction. 
FRIDAY.—4.15 P.M., Dr. E. Tylecote: Demonstration 
of Medical Cases. 
LEEDS GENERAL INFIRMARY. 
Somupay, Oct. 13th.—3.30 P.m., Dr. Watson: Medical 


LEEDS P UBI BLIC DISPENSARY. 
WEDNESDAY, Oct. 14th.—4 P.M., Dr. S. J. Hartfall: Acute 
Blood Disorders in General Practice. 


_ 
Appointments 

Anyos, P., M.D. Vienna, L.R.C.P. Edin., has been appointed 
_- it Registrar to Out-patients, Manchester Royal 

nfirmar 

BAILHACHE, Emo, M.B. Melb., Resident Medical Officer at the 
City of London Maternity Hospital. 

Banks, G. C., F.R.C.S. Edin., Hon. Assistant Gynecological 
Surgeon to _the Hahnemann Hospital, Liverpool. 

BIRDSALL, 8. B.Chir. Camb., F.R.C.S. Eng., Registrar at 
the em sae Hospital, "London. 

CANNING, J. Dub., Junior Assistant Resident Medical 
Officer ot Birch Hill Hospital, Rochdale. 

Currorp, T. Kerru, M.B. Manch., D.O.M.S., Hon. Assistant 
Surgeon at the Sussex Eye Hospital, Brighton. 

Connon, R. A., M.Ch. N.U.L., D.P.H., D.O.M.S., D.O., Hon. 
Ophthalmic Surgeon to the Taunton and Somerset Hospital. 

COPELAND, NEVILLE, M.B.Manch., Junior Assistant Medical 
Officer at Brentwood Mental Hospital. 

Davies, J. O. F., M.D. Lond., D.P.H., Assistant Medical Officer 
for Willesden. 

DEsMOND, DaNnrEL, M.B.N.U.1., D.P.H., Assistant Medical 
Officer of Health for Bury. 

GILL, THoMas, M.B. Aberd., F.R.C.S. Edin., D.L.O., Registrar 
at the Golden-square Hospital, London. 

HEATH, NEWTON, M.A. Oxon., M.R.C.S. Eng., Resident Surgical 
Officer at Walsall General Hospital. 

LAusTE, L. W., M.B. Lond., F.R.C.S. Eng., Assistant Resident 
Medical Officer at the City of London Maternity Hospital. 

Low, Monica, M.R.C.8.E ye Intima at the Wolverhampton 
and Midland Cc nantes e Infirmary. 

MCFARLAND, J. yh , F.R.C.S. Edin., D.P.H 
D.L.O. and RO t. "edatoe in Charge of Ear, Nose, and 
ae Department of Royal Albert Edward Infirmary, 
Vigan. 
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PROPERT, S. , B.Chir. Camb., M.R.C.P. Lond., Hon. Physician 

to the acter County Hos; Jital, OSes 
ms. G. D., M.D. toba, F.R.C.S. Edin, Resident 
8 Officer to the Gloucestershire R oyal mary, 


Gloucester. 

SHARPEY- E. B.Chir.Camb., M.R.C.P. Lond., 
First Assistant in the a of Medicine of the British 
Pp uate Medical School, London. 

Warp, H. Reap, L.D.S. R.C.S. Eng., Hon. Dental Surgeon to 
oe Willesden General H ospital 

Surgeons under the Factory and Workshop Acts: 

Or A. M. MarIpen (Saxilby District, Lincoln); Dr. D. 8. 
JACKSON (Alnwick District, Northumberland): and Dr. J. H. 
FoLLows (Halifax District, Yorkshire W.R.). 





Vacancies 


For further information refer to the advertisement columns 
All Saints’ Hospital, Austral-street, Southwark, S.E.—Hon. 
Aneesthetis 
Australia, Sidney Hospital, N.S.W.—Director of the Kane- 
matsu Memorial — = panes » £1500. 
Barking Corporation.— Res. M.O. 
Barking Hospital.—Res. M. _— 2350 
—— and Midland Kar and Throat Hospital.—Asst. 


Si 
Birmi: > end Midland Hospiial for Women.—aActing Hon. 
Ss m and Registrar 
Birm City Mental Hospital.—Jun. Asst. M.O., £350. 
Birmingham University.—Lecturer in ty &e., e-f 
aie 8 Royal Alexandra Hospital for S Children H.S., 
Bristol City and County.— Police Surgeon, £1000. 
Bromley and District Hospital.—Res. M.O., £150. 
Burnley — a —H.P., at rate of £150. 
Chester, Barrowmore Tuberculosis Sanatorium, dc., Gt. Barrow.— 
H-P., at ~ y of £150 
Chesterfield and orth Derbyshire Royal Hospital.—Cas. O. and 
+ gga oH. s at rate of £200. 
Commies 28 
Op 








l.—H.S. for Aural and 


War H 
th. Depts., at rate of £125. 
I he pam, 4 £750 
Ealing, King _— Memorial Hospital.—Jun. Res. M.O., at 


Ebbw Vale General Hi .—Surgeon, £750. 
i capital mn Pod Officer, £600. 


Golden-square Throat, Nose, and Ear Hospital, W.—H.S., £100. 
Grimsby Count ugh.—Venereal Dis. M.O., &c., £900. 
Halifax —Jun. Res. M.O., £250. 
Halifax Royal Infi -—Third H.S., at rate of £150. 
Hampstead N.W. London’ Hospital, Haverstock Hill, 
N.W.—H.S., at rate of £100 

Harrogate Roy H -—Res. M.O., £156. 

— Herefordshire General Hospital. —H.S. and Cas. o., 


Hertford Gamty mon On. H.S., at rate of £200. 
Hospital for and Paralysis, Maida Vale, W.—Res. M.O. 
Also uP, at rate of £150 yen wi00 £0 respectively. 
Hull H.P. to 


Royal I ranch Hosp Surg 
a Branch ospital, at 4 be "2160. 
General Hospital.—Second Res. M.O., 


—— College Hospital, Denmark Hill, S.E.—Radium and 


Royal Infirmary.—Jun. H.S., at rate of £130. 
L.C.C.— Asst. M.O. o, Geoee i. each £350. . M.O.’s, Grade II., 
each £250. Also Temp. Dist. M.O.’s, at tate of £300-£170: 
and Hospital, street.—Cas. O. 

Also H.P., cnaaanie ob a 


_—Jun. H.8., poy £150. 
_ First, Asst. and Reg., £300. Also 


Hospital.—Opbth. H.S., at 


General Hospital.—H.8., £175. 
, Booth Hall eee ee Asst. M.O., at rate of 


Manchester, Booth Hall eens Ht pee. bam t., £1100. 
anchester, Asst. 


un. 
M.O., at rate of e200" 
anchester wy ~ oun .—Res. H.S. (hospital registered for 
Manchester koyal Eye Hospital.—Jun. H.S., £120. . 
Manchester Royal ee con ae HS.’s, each at rate of £50 
Also Rees Jun. M.O. Barnes Convalescent Hospital, 
at rate of £150 


Manchester, St. Mary’s Hospitals —Hon. Surgeon for Children’s 
General Hospital.— Res, M.O., 2150. 
Hospital, Fitzjohn’s-avenue, N.W.—Director of 
Medical Services and Research, £1000. 
Melton, Suffolk, St. Audry’s Hospital.—Jun. Asst. M.O., £350 
Met hi , K -road, E.—Sen. 
-8.’8, also Cas. O. and Res 
f £100. 

Sanatorium.—Res. Asst +O. oe 
——-~* a nee Hospital, Hampstead-road, N.W. ii. P., 

rate o 

-upon-Tyne Education Commitiee.—Asst. School M.O., 


Nottingham a .—Tuber. Officer $76 tase. M.O.H., £750. 
ngham y Hospital.—Asst. 
ottingham 


‘ic 
and H.S. 


Ponty moot and District Hosp pn he 8 ‘Re ot ate of fate of £150. 
—Res at rate o 
Princess Louise, K A al for Children, St St. Quintin- 


avenue, w.— —H.S8., at rate of £120. 


Queen’s Hospital for Children, Hackney-road, E.—Asst. Physi- 


Radium Beam Therapy Research, 16, Riding House-street, W.— 
Asst. M.O., at rate of £250 
, Riding House-street, W .—Res. M.O., at rate of 


Reading. "Royal Berkshire Hospital.—H.8. to Special Depts., 
a rate of £125. 
Rotherham Rural District Council, &c.—M.0.H., £800 


Royal Free Hospital, Gray’s Inn-road, W.C.-—Asst. M.O. for 


V.D. Dept., 
Royal National Hospital, 234, Great Portland-street , 
W .—Two Surg , each £105. 
Royal Naval Medical ice. —M.0O.’s. : 
Ww ospital for Children and W 
road. E.—Res 5 H.P., at rate of 2150 and 


.M.O., at rate of 
eld Children’s Hecrte oe at ae, £100. 
Jord, ne ee all, Orthopedic —H.S., £200 
Rendon Hel, ep ae sie £160. 
waniey, “Kent, Goopital Convalescent 'Home.—Res. M.O., at 
0 
itn SF tonsa Hos .—H.P. =” at rate of £100. 


= .—H.S., 

Victoria Hospital for Children, Tite oy Chelsea, S.W.—Sen. 

Res. M.O., £200. Also Dental Surgeon. 

West London’ B , Hammersmith-road, W.—Res. Cas. O., 
at rate of €100 

Westminster Hospital, Broad Sencwary, © 8. or taialagas. 

Weston-super-Mare Hospital.—Res. H 

York Dispensary.—Res. M.O., £175. 


The p -' Inspector of Factories announces a vacancy for a 
Certifying Factory Surgeon at Scalloway, Shetland. 





Births, Marriages, and Deaths 


BIRTHS 
——— —On Sept. 29th, the wife of Dr. Richard Anning, 
of Leeds, of twin da ters. 
ANTHONY.—On Sept. 24th, at Plymouth, the wife of Surg. 
Comdr. R. G. Anthony, of a son. 
CAMBROOK.—On Oct. 2nd, at Devonshire- -place, W., the wife 
of Dr. J. Draper Cambrook, of a da ter. 
HaRrRis.—On Sept. 26th, at Clifton, Bristol, the wife of Mr. H. 
Elwin Harris, F.R.GS., of a son. 
15th, at Ajmer, Rajputana, India, the wife 
1. Robert Hay, I.M.S., of a daughter. 
Hicervs.—On Sept. 30th, at ‘Woking, the wife of Mr. L. G. 
Higgins, ge of a daughter. 
Mason.—On Sept. 29th, the wife of Mr. George A. Mason, 
F.R.C38., 0 Newcastle-on- -Tyne, of a son. 


me gg ier 4 


at St. Aidan’s pouty tee 

an Didsbury Arthur A. Allison, 
Brockbank, Dunn, - A ‘daughter ot ee 
L. Dunn and Mrs. Dunn, of Didsbury, 


—- 
Pe Glitvon, Bristol = of 1. ¢ at fp Pemenes ys 
lifton, risto! Mary race 
‘daughter of | of ithe ‘late Dr. Wilfred Pinnige 


and of Oy oe “a 


DEATHS 
ALLAN.—At Larkfield, Greenock, on Sept. 28th, 1936, William 
Allan M.D., 9, Margaret-street, G: 


-D., 9, reenock, second son of the 

late Richard Allan, Phy and Surgeon, Dumbarton, and 

of Mrs. Allan, aa _ aes. 

BraDpon.—On Seremban, F. ~7 S., William, 
Leonard Brad on, MB. ona. F.R.C.S. 

CoHEN.—On Oct. ist, at his residence 





ee es —On 





ood, N.W., 
Abraham Cohen, M.D. Dub., in his 85th year 
DENOON.—On Sept. 29th, in the Gold Coast Colony, John W. 
Denoon, M.D. Dalhousie (Colonial Medical ice), in 
his 33rd year. 
HUNTER. —oo gem 27th, = Gu Ger’. Hospital, is London, John 
ony Ca) to’ 


Anthon: mn Hunt L.D 
INGLE.—On Sept. 28th, at  Paubricige Wells, Arnold Clarkson 
Ingle, M.D. Camb. 
McoMurtry.—On Oct. ist, suddenly, at Ha =: hae William 
Dickso: ss , L-R.C.P. Edin., of 
-—On Sept. 2 th, at Chester . "iehen-on 
d Rodd Tudor Risk, 2eRcs.! ‘Eos. 
i § Harro’ w, aged 8 
WORTHINGTON.—On Sept. 28th, Richard Till * Worthington, 
M.B. Camb., of Knutsford, . eae medical officer of 
the Ministry of Health, aged 6 


N.B.—A 1s. 6d. is the insertion Notices 
fee of 78 4 pe fr : of of 








BoarpD oF CoNTROL.—The twenty-second annual 
report of the Board of png (Lunacy and Mental 
prey be 8 summarised with comment in our last 
issue, may be obtained from H.M. Stationery Office, 
price ls. 6d. 
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